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This report contains statewide findings from theiddaShared Community Health Needs

Assessment (Shared CHNA) conducted in 2015. livisled into several sections to provide the

reader with an easy-to-use reference to the lengthta-rich assessment. It starts with the
highest level of data, followed by summaries anattsysis of the data. The last sections include
the detailed findings from the assessments asasedburces.

The report has several features that are impotoakeep in mind:

- The document provides a reference for more thaniidi@ators for Maine and the U.S.
and more than 30 qualitative survey questions @ogenany topics. It does not explore
any individual topic in-depth.

The definitions and sources for each indicatorussed in the report are found at the end
in the data sources section.

Wherever the term “statistically significant” isagsto describe differences between data
estimates, it means that the 95 percent confiderieevals for the given point estimates

do not overlap. In other words, we are confiddatt t19 out of 20 times, the estimates
reflect a difference that is not by chance only.

The following is a brief description of each sentio

Executive Summary
The Executive Summary provides the highest levehaew of data for the state.

Background
This section explains the purpose and backgrounth@fSHNAPP and the Shared CHNA. It

includes a description of the methodology and dataces used in the assessment.

Population and Demographic Profile
The demographic section compares the populationsansbeconomic characteristics of Maine
with the U.S. overall.

Overall Findings for Maine

The first part of this section contains the pripfiealth issues and challenges identified in the
Shared CHNA. The analysis includes both the stdkehanput and the review of the 160
guantitative indicators. This section categorizeskey findings from both data sets as strengths
and challenges. The analysis includes health igsdieators from the quantitative data sets
sorted into challenges and strengths, and aligasstakeholder responses for challenges and
resources to address each of the challenges.

Health Issues

The overall findings section is followed by a serigf summaries of the assessment data by
health issue; these sections describe the issogare the state and U.S. on key indicators and
explain the importance of the health issue in Maildesparities based on available data for

susbpopulations such as females and males, rawlk#nic groups, income and educational
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attainment and geographic residence are providedch section. Related Healthy Maine 2020
objectives, Maine’s ten-year goals, are also inetlith each section

Stakeholder Feedback

A summary of findings from the stakeholder survey iacluded in this section. It explores the
top ten health issues and factors identified asllpciorities or concerns by stakeholders. It
shares respondent concern for populations expnigrdisparities in health status for these
issues.

Stakeholder Survey Findings
This section displays the full set of responsesach question asked in the stakeholder survey,
excluding open-ended responses.

Health Indicator Results From Secondary Data Sgurce

This section details the state wide data for eddhe 160 quantitative indicators. It includes a

table that compares data for the state and the (WlSere available). Trends for the state are
noted where available. Statistically significarffetiences are noted in this table where available
and applicable. These statistical differences wateulated by comparing 95 percent confidence
intervals around the state and U.S. estimate.€elfinkervals did not overlap with each other, the

difference was considered to be statistical sigaitt.

Health Indicator Data Sources

This section lists the data source, year and antditinotes for each indicator. In addition to the
stakeholder survey conducted as a primary dataceofar this project, the secondary data
sources used in this assessment include:

Maine Cancer Registry Maine Health Data Organization
MaineCare Maine Infectious Disease Surveillance System
Maine Behavioral Risk Factor Surveillance Maine Integrated Youth Health Survey
System Maine Office of Data Research and Vital
Maine CDC Drinking Water Program Records
Maine CDC HIV Program National Immunization Survey
Maine CDC Lead Program National Survey of Children w/ Special Health
Maine CDC Public Health Emergency Care Needs
Preparedness National Center for Health Statistics
Maine CDC STD Program US Administration on Children Youth and
Maine CDC Vital Records Families, Child Maltreatment Report
Maine Department of Education U.S. Bureau of Labor Statistics
Maine Department of Public Safety U.S. CDC WONDER & WISQARS
Maine Department of Labor U.S. Census
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Public health and health care organizations shaeegbal of improving the lives of Maine
people. Health organizations, along with busingesernment, community organizations, faith
communities and individuals, have a responsibibtghape health improvement efforts based on
sound data, personal or professional experienceamanunity need.

This summary provides high-level findings from thkaine Shared Community Health Needs
Assessment (Shared CHNA), a comprehensive revidvealth data and community stakeholder
input on health issues in Maine. The Shared CHNA w@nducted through the Maine Shared
Health Needs Assessment Planning Process (SHNARB)laborative effort among Maine’s
four largest health-care systems — Central MainaltHeare, Eastern Maine Healthcare Systems
(EMHS), MaineGeneral Health, MaineHealth — and Mane Center for Disease Control and
Prevention, an office of the Maine Department oaltteand Human Services (DHHS).

While it covers a broad range of topics the Sh&etNA is not an exhaustive analysis of all
available data on any single health issue. Whereterm “statistically significant” is used to
describe differences between data estimates, wecarBdent that 19 out of 20 times, the
estimates reflect a “real” difference that does appear by chance alone. These data help
identify priorities and should lead the reader tmduct a deeper investigation of the most
pressing health issues. For this executive sumndaitg was included when there are significant
differences between the U.S. and state rates anekée different years of data, and when the
differences are greater than 10 percent.

While data are important, providing a solid stagtpoint, it is also important to remember that
the numbers represent people who live in Maine. derall goal of the Maine SHNAPP is to
“turn data into action.” Community engagement isréfore a critical next step, assuring shared
ownership and commitment to collective action. Tgerspectives of those who live in our
communities will bring these numbers to life andgdther, we can set priorities to achieve
measurable community health improvement. We inziteeaders to use the information in this
report as part of the solution to develop healtb@nmunities in Maine.

Demographics and Socioeconomic Factors

Maine was home to roughly 1.33 million people inl20The residents of Maine are older and
less diverse in race and ethnicity than every ostege in the nation. Key demographic features
include:
95.0 percent of residents are white, compared With percent in the U.S. (2014).
Maine has the highest median age in the country2, &bmpared with 37.7 for the U.S.
(2014).
Median household income in Maine is $48,453, comgawrith $53,046 for the U.S.
(2009-2013).
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18.5 percent of children live in poverty, compareith 21.6 percent in the U.S. (2009-
2013).

High school graduation rate in Maine is 86.5 perd@013-2014 school year). For the
2012-2013 school year, this rate was 81 percethig).S.

General Health and Mortality

The general health of Maine residents’ tracks velnsely to the U.S. Maine has a lower
percentage of adults reporting poor health andwedanortality rate. Key features for Maine
include:
14.9 percent of adults report their health asdaipoor, compared with the U.S. at 16.7
percent (2013).
Similar to the nation overall, the top three legdoauses of death in Maine are cancer,
heart disease and lower respiratory diseases. Howbegart disease is the leading cause
of death in the U.S., whereas in Maine, it is cari2e13).
The overall mortality rate per 100,000 populatisrsignificantly higher in Maine (753.8)
compared to the U.S. (731.9) (2013).

Health Care Access and Quality

Access to care in Maine is slightly better thanth8. overall. Specifically, a higher percentage
of residents have health insurance. Key featurdadie:
10.1 percent of Maine adults and 11.7 percent 8t ddults do not have health insurance
(2014).
10.1 percent of Maine adults experience cost-rélatariers to getting health care in the
last year, compared to 15.3 percent nationally 3201
87.4 percent of adults report having a personatadoor other health care provider,
compared with 76.6 percent in the U.S. (2013).
The ambulatory care sensitive condition hospitahiadion rate (2011) was 1,499.3 per
100,000 population in Maine. Nationwide, this rates 1,457.5 (2012).

Disease Incidence and Prevalence

Maine has a higher incidence of cancer — partibulang cancer — than in the U.S. The state has
high prevalence and incidence of cardiovasculaeadiss and events. Diabetes incidence is
similar, but deaths are fewer than in the natiosthAa and Lyme disease are much higher than
the national rates. Adult immunizations for inflzanag the nation. Key features include:

# $ %&
( &8&) " %
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There is a higher incidence of cancer in Maine (4&&r 100,000 population) compared
to the U.S. (453.4 per 100,000 population) (2009120

There is a higher incidence of lung cancer in Mg 0 per 100,000) compared with
U.S. rates (58.6 per 100,000) (2009-2011).

More than one in three adults in Maine lives wibmg type of cardiovascular disease,
similar to the U.S. Additionally, adults in Mainave a higher prevalence of high
cholesterol (39.7 percent) than in the U.S. (3&ent) (2013).

While diabetes prevalence for Maine is similarite hation (9.6 and 9.7 percent of
adults, respectively), diabetes mortality (underycause) per 100,000 population is
lower (20.4) compared with the nation (21.2) (2013)

Emergency department visits rate for asthma is pér2.00,000 population (2011) and
current asthma among adults in Maine is 11.9 pé@@mpared with 9 percent in the
U.S. (2013).

44.1 percent of adults in Maine report being immaediannually for influenza.
Additionally, 73.8 percent of Maine adults agesy&ars and older report being
immunized for pneumococcal pneumonia, compared 88tb percent in the U.S. (2013).
Lyme disease incidence in Maine is 105.3 per 1@pulation, compared with 10.5
per 100,000 nationwide (2014).

Maine has a higher prevalence of adults reportugy kaving depression than the U.S.
(23.4 percent, compared with 18.7 percent) (2013).

Health Behaviors and Risk Factors

There are many behaviors that impact our healith tratking these behaviors can help
understand and predict the potential future hesttitus of a population if risk behaviors do not
change. Maine alcohol use risk factors among aduétsimilar to the U.S. Youth rates of
alcohol abuse are lower than the U.S. Tobaccosulever among youth, but higher among
Maine adults compared to the U.S. Obesity and uyidgrrisk factors such as physical activity
and nutrition are similar to or slightly better thigne U.S. Health behaviors and risk factors for
the state include:
Suicide deaths are higher in Maine than in theonal 7.4 per 100,000 population versus
12.6 nationally) whereas violent crime the lowesthie nation (125 per 100,000
population compared to 368 nationally) (2013).
Obesity prevalence is comparable to the U.S. (fp8rcent for high school students
compared to 13.7 percent nationwide and 28.9 pefoeadults compared to 29.4
percent nationwide) (2013).
The proportion of Maine adults with a sedentargsifle is lower than the U.S. (Maine:
23.3 percent, U.S.: 25.3 percent). In addition,ghaportion of adults who meet
recommended physical activity levels is higher iaild (Maine: 53.4 percent, U.S.: 50.8
percent) (2013).
Adult binge drinking of alcoholic beverages is blig higher in Maine than the U.S.
(17.2 percent and 16.8 percent, respectively) geeiproportion of adults who report
chronic heavy drinking (7.2 percent compared topgent) (2013).
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Alcohol use among high school youth in the pastl®gs is lower in Maine than the U.S.
(26 percent and 34.9 percent, respectively) (2013).

Current tobacco use among high school youth isidamw®aine than the U.S. (18.2
percent compared to 22.4 percent). However, adydrette smoking rates are higher
than the U.S. (20.2 percent in Maine compared t6 p8rcent nationwide) (2013).

Stakeholder Priorities of Health Issues

Stakeholders across the state listed the followhgealth issues as their top concerns for their
regions:
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Stakeholders identified the following populatiors lzeing disproportionately impacted by the

top health issues in Maine:
Low-income, including

those below the federal poy&mit.

Medically underserved, including uninsured and uimderred.

Less than a high school education and/or low lite#ow reading or math skills).
Very rural and/or geographically isolated people.

People with disabilities — physical, mental, oeligctual.

Stakeholders prioritized the following X8ctors as having a great influence on health in their
regions, resulting in poor health outcomes fordesis. The factors are listed in order of

importance as determined by
Poverty.

Access to behavioral and mental

health care.
Transportation.

Health care insurance.
Employment.

the survey responses:

Health literacy.

Food security.

Housing stability.

Access to oral health.

Adverse childhood experiences.
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Purpose

The Maine Shared Health Needs Assessment and Rtprirocess Project (SHNAPP) is a
collaborative effort among Maine’s four largest ltfleaare systems — Central Maine Health Care
(CMHC), Eastern Maine Healthcare Systems (EMHS),ine@eneral Health (MGH),
MaineHealth — and the Maine Center for Disease ©bm@ind Prevention (Maine CDC), an
office of the Maine Department of Health and Hun&ervices (Maine DHHS). The current
collaboration expands upon the OneMaine Healthabolative created in 2007 as a partnership
among EMHS, MGH and MaineHealth. The Maine CDC atir partners joined these entities
to develop a public-private partnership in 2012e Tour hospital systems and the Maine CDC
signed a memorandum of understanding in effect &etwJune 2014 and December 2019
committing resources to the Maine SHNAPP Project.

The overall goal of the Maine SHNAPP is to “turntadanto action” by conducting a shared
community health improvement planning process ftakeholders across the state. The
collaborative assessment and planning effort wilimately lead to the implementation of
comprehensive strategies for community health imgmzent. As part of the larger project, the
Maine SHNAPP has pooled its resources to condust3hared CHNA to inform community
benefit efforts of non-profit hospitals, suppowtstand local public health accreditation efforts,
and provide valuable population health assessmaat fdr use in prioritizing and planning for
community health improvement. This assessment $wll the earlieOneMaine 2011 CHNA
that was developed by the University of New England the University of Southern Maine, as
well as the 2012 Maine State Health Assessmenithatdeveloped by the Maine DHHS. This
Shared CHNA includes a large set of statistics ealth status and risk factors from existing
surveillance and health data sets. It differs freamlier assessments in two ways. Firstly, it
includes input from a broad set of stakeholdersfiacross the state from the 2015 SHNAPP
Stakeholders’ Survey. Secondly, it does not incltige household telephone survey conducted
for the OneMaine effort.

Quantitative Data

This report contains both quantitative health data qualitative stakeholder survey data on
health issues affecting Maine people. The quaméatlata come from numerous sources
including surveillance surveys, inpatient and otigra. health data, and disease registries. These
data consist of 160 quantitative indicators witlhih topic areas for reporting at the state level
and, where possible, at the county and select ubagis. Please note that the data are taken
from the most current year(s) available. Sinceitloécators come from a variety of sources, the
data are measured in different time periods. Inesoases, where there were not enough data in a
single year to produce a statistically valid resoitltiple years were combined to compute an
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indicator. Appendix C contains the complete listlod data sources and year(s) by indicator. A
brief description of the data sources used in tfayais is included below:

U.S. Census including the American Factfinder, the Americaon@nunity Survey and the
Current Population Survey provided population infation and selected health care access and
socioeconomic status indicators. Population esamédr 2014 were available for the state and
counties. However, the most recent data on courtiypspulations, as well as education, income
and employment, were from 2013. Census populatstimates were also used to determine all
rates (e.g., hospitalization rates) that includegdupation-based denominators.

Rural-Urban Commuting Areas (RUCA) were used tardefurality (metro versus three levels
of rural). RUCA was developed by the Center for&ttealth, School of Medicine and Health
Sciences, University of North Dakota, and tBeonomic Research Service, Department of
Agriculture. The specific RUCA categories used Inistanalysis were refined by tHéew
England Rural Health Roundtable, available inRural Data for Action, Second Edition
www.newenglandruralhealth.org/rural_data.

Maine CDC Data, Research and Vital Statisticsprovided fertility and maternal health
information from the birth registry system, deatitadand cause-specific mortality rates from
death registry system, and town-level census etsni@r rural/urban analyses and urban data
summaries. Death data are age-adjusted.

The Maine Integrated Youth Health Survey (MIYHS) is a statewide effort designed to assess
the health status of Maine’s youth and determine plositive and negative attitudes and
behaviors that influence healthy development. Thisvey includes a parent survey of

kindergarteners and third-graders, and a studemeguor three levels: grades five and six,

grades seven and eight, and high school. It pravidiga on youth health behaviors, sexual
orientation, and some mental health prevalence uness The Shared CHNA uses the high
school level data for most indicators. A portiontleé MIYHS data is used by the U.S. CDC in

the Youth Risk Behavioral Surveillance system (YRBSWhere there are comparisons to
national YRBSS data in the report, only those whttre YRBSs data for Maine shows

significant differences are so noted, since MIYH®l &.S. cannot be directly compared. The
MIYHS is a collaborative effort of the Maine Depadnt of Education and the Maine CDC and
Office of Substance Abuse and Mental Health Sesvinghe Maine Department of Health and

Human Services.

The Behavioral Risk Factor Surveillance System(BRFSS)is a national population-based
telephone survey of adults 18 years and older.sTineey is conducted throughout the year with
robust sampling for state-level estimates and cawige county-level estimates in many cases. It
provided data on adult health behaviors, sexuatntaiion, and some disease and health
condition prevalence measures.
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Maine Cancer Registry (MCR) is a statewide population-based cancer sllemee system
within Maine CDC and provided incidence rates atabiag levels of selected cancers. It
receives and analyzes data from health care pnavyid@boratories, and the electronic death
registration system. These data are age adjusted.

Maine CDC Environmental and Occupational Health Prgram provided data on lead
screening and elevated lead blood levels in chldre

TheMaine Department of Educationprovided high school graduation rates.

The Maine Department of Labor provided occupational health injuries and fatadigta, while
theU.S. Bureau of Labor Statisticsprovided information on unemployment.

The Maine CDC Public Health Emergency PreparednesBrogram (PHEP) provided data to
measure public health emergencies in Maine.

Maine CDC Drinking Water Program provided information on fluoridated water.
Maine Department of Public Safetyprovided data on violent crime.

Maine Health Data Organization (MHDO) provided hospitalization and emergency room
usage data measured via hospital inpatient andatetp reporting. Inpatient and outpatient

admission data were obtained for 2007 to 2011. §tdeda are age adjusted, except where
otherwise noted.

TheMaine CDC HIV, STD, and Viral Hepatitis Program provided information on HIV/AIDS
and other sexually transmitted diseases.

Data on infectious diseases was provided byMhme Infectious Disease Surveillance System
(MIDSS), part of Maine CDC.

The Office of MaineCare Servicegrovided data on MaineCare enrollment and densébky

Non-fatal child maltreatment data was obtained ftbenU.S. Administration on Children
Youth and Families, Child Maltreatment Report.

The U.S. Centers for Disease Control and Preventioprovided data on drug and alcohol
mortality, leading causes of death and years cémi@l life lost, and national rates for a number
of indicators for comparison purposes. WISQARS (WMdabed Injury Statistics Query and
Reporting System) is an interactive, online databdmat provides fatal and nonfatal injury,
violent death, and cost of injury data from a Jgrief sources. WONDER (Wide-ranging
OnLine Data for Epidemiologic Research) is an iraégd information and communication
system for public health, providing provides acdess wide array of public health information.
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Qualitative Data

Qualitative data were collected through a stateveiddéeholder survey conducted in May and
June 2015 with 1,639 people, with responses fromryexounty in Maine. (Table 1 lists
completed surveys by county.) The survey was dgesl using a collaborative process that
included Maine SHNAPP partners, Market Decisionsdaech and Hart Consulting, and a
number of other stakeholder and health expertdwedan the process.

The objective of the survey was to produce qualgatiata of the opinions of health experts and
community stakeholders on the health issues andsneecommunities in the state. Given this
purpose, the survey used a snowball sampling metpdinviting leaders of member
organizations and agencies to invite their membais employees to participate. A concerted
effort was made to recruit participants from a nemof different industries and backgrounds
across all communities in the state. Survey respotsdrepresented public health and health care
organizations as well as behavioral health, busimasinicipalities, education, public safety, and
nongovernmental organizations. More than 80 orgditizs agreed to send the survey to their
members or stakeholders. Some of the organizaitiehsded:

Maine Public Health Association.
Maine Medical Association.

Maine Area Agencies on Aging.
Maine State Chamber of Commerce.
Maine Development Foundation.
Maine Municipal Association.

Maine Drug Court/Court System.
Maine Police Chiefs.

Maine Sheriffs.

Maine Department of Public Safety.

The online survey contained a number of questiobsuta important health issues and
determinants in the state, including a rating obtrwitical issues, the ability of Maine’s health
system (including public health) to respond to éssuavailability of resources and assets for
specific health issues, impact on disparate pojouist and identification of the entities primarily
responsible for addressing issues and determin@héssurvey asked all respondents a basic set
of questions to rate the importance of health is@ra&l impact of health factors. It then allowed
respondents to provide answers to probing questionthe three issues and factors that they
were most interested in. As a result, respondaataged 3,380 detailed responses on the health
issues that affect the state of Maine and overQIRdpen ended comments in the survey. It was
approximately 25 minutes in length, although soespondents took longer in order to provide
extensive thoughtful comments, while others didprowide any.

The Market Decisions Research/Hart Consulting teamewed, coded and cleaned all open
ended comments for similar and recurrent themess. Whs first done by hand, with researchers
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reviewing all comments and grouping and coding lsimiomments by theme. As a second step,
Wordstat text mining software by Provalis was usedcan all comments and identify patterns
and themes in the data. The final, coded groupsamhments were developed using a
combination of these two approaches and reflectatttaal verbatim comments provided by
stakeholders. The unedited coded comments are thsedghout the report to provide more
detailed information on the health issues and fadattentified by stakeholders as most important
to their communities and to support the resulthefquantitative analysis.

Table 1. Completed Surveys by County
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Given the qualitative nature of the survey questi@amd the sampling methodology, it is
important to note that the results of the stakedoklirvey are not necessarily representative of
the population of Maine at a given level of statadtprecision. The findings reflect the informed
opinions of health experts and community leadeosnfiall areas of the state. However, it is
important to use some caution when interpretinglltesespecially at the county level due to
smaller sample sizes, as the results represenbpghmeons of only those who completed the
survey.
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Limitations

While a number of precautions were taken to enshatthe results and findings presented in this
report are sound and based upon statistically valethods and analyses, there are some
limitations to note. While the quantitative anatyased the most recent data sources available as
of July 1, 2015, some of these sources contain ttiataare several years old. The most recent
BRFSS and mortality data available at the time mdlysis were from 2013, while the most
recent hospitalization and cancer data were frodil2@his presents a particular challenge in
trying to capture recent trends in health in theestparticularly for health issues for which the
state may be experiencing rapid changes, such thsopioid use. The data presented in this
report may not necessarily represent the curréumatson in Maine, but are the best data available
the time of publication.

Where possible, comparisons to national data aseiged, but for some data sets, nationally
available data is not comparable, due to differengenethodology or definitions. In particular,
for youth behavior data, Maine uses the Maine hatiegl Youth Health Survey, which is similar
to the national Youth Risk Behavior Survey. Instliase, although there are some small
differences in the weighting of the data to repnéske population of the state, where the same
guestion was asked, comparisons are provided.

Also note that data was collected from the qualigasurvey of stakeholders using a convenience
sample. While every effort was made in the reangifprocess to reach out to stakeholders in a
variety of industries and representing many typéscanmstituents, given the nature of the
sampling process, it is not possible to say thatrésults are representative of a county or the
state within a given level of statistical precisidrhis is especially true in some of the less
populated counties in the state where fewer stdlelsresponded to the survey and the final
sample sizes are smaller.

Reporting of Results

The Shared CHNA has several reports and dataggpsilidic use that are available on the Maine
CDC website and may be downloaded at www.maineSjoNAPP/.

- County-Level Maine Shared Community Health NeedseAsment Reports summarize
the data and provide insights into regional findinghese reports explore the priorities,
challenges, and resources for each county andindmith summary and detailed tables.
State-Level Maine Shared Community Health Needsegsmsent Report includes
information on each health issue, including analysi sub-populations. The report
includes state summaries and detailed tables
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Summary tables for each public health distriech county, and the cities of Portland
and Bangor and the combined cities of Lewiston/Auabu

Detailed Tables with each indicator, by subpopatatiregion, and year. Where data
sources and numbers permitted, subpopulations zethiyncluded gender, age, race and
ethnicity, county, public health district, ruraldaaorban residence, income, education, and
health insurance status.

Public and Stakeholder Feedback

The Shared CHNA includes input from extensive adheto stakeholders and the public. More

than 1,630 stakeholders shared their thoughts dtealth priorities, resources, and needs in a
web-based survey. The findings from the surveyaaréntegral part of this report. Once a draft

of the report was completed, it was posted to tlzenkl CDC website for public access, review

and comment. Feedback from a web-based form, atheparse, was incorporated into this

report.

Distribution

The 2015 Maine Shared CHNA has been distributedMame CDC’s website, with promotion

through the State Coordinating Committee and thnahg Maine CDC’s Public Health Update.
In the months following release of these data,fihéings will be shared with local hospitals,
Maine’s Public Health District Coordinating Coursciand other regional partners for their
consideration and use in local health planning.e ©pportunity to provide feedback via the
Maine CDC website will remain available, as well.
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Table 2 presents a summary of the health issuescesses and challenges - experienced by
residents of Maine. Data come from a compreherematysis of available surveillance data (see
Appendix B for a full list of the quantitative h#alindicators and factors included in this
assessment). Two criteria were used to selectsthees and challenges presented in this table:
statistically significant differences and relatiferences when comparing Maine to the nation.
Statistically significant differences between th&tes and U.S. at the 95 percent confidence level
are noted with an asterisk (*) after the indica#mrate ratio was also calculated to compare the
relative differences between Maine and the U.Sichtdrs for which the state statistic was 10
percent or more above or below the U.S. figure vireckided in this table. A rate ratio was also
calculated to compare the relative differences betwMaine and the U.S. Indicators for which
the state statistic was 10 percent or more aboveelow the U.S. figure were included in this
table. It should be noted that “strengths” aretneato the U.S. rates and do not necessarily
reflect a lower burden of disease.

Table 2. Priority Health Issues in Maines
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Table 3 summarizes the results of the health issuestions in the stakeholder survey for
Maine. It includes a summary of the biggest healbiallenges from the perspective of
stakeholders who work in and represent communitieshe county. The table also shares
stakeholders’ knowledge of the assets and resoar@kable in their regions and those that are
lacking but needed to address the biggest headtleciges.

Table 3. Priority Health Issue Challenges and Resoces for Maine-Stakeholder Survey
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Table 4 presents a summary of the major healtlofa@nd challenges that impact the health of
residents. Data come from a comprehensive analykiavailable surveillance data. (See
Appendix B for a full list of the health indicatoed factors included in this project.) Two
criteria were used to select the factors and chgdle presented in this table. Statistically
significant differences (at the 95 percent confaeirevel) between the state and the U.S. are
noted with an asterisk (*) after the indicator. &e ratio was also calculated to compare the
relative differences between the state and U.Sefgvlvailable). Indicators for which the state
was 10 percent or more above or below the U.Srdiguere included in this table. Again, it
should be noted that “strengths” are relative t8.$tatistics and do not always reflect factors for
which there is no concern.

Table 4. Priority Health Factors in Maines
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Table 5 summarizes the results of the health fagt@stions in the stakeholder survey for the
state. It includes a summary of the health factbed cause the biggest challenges from the
perspective of stakeholders who work in and repiesemmunities in the state. A description of
the assets and resources available and thoserthaieaded at the state level to address these
health factors is also included.

Table 5. Priority Health Factor Challenges and Resarces — Maine Stakeholder Responses
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Low socioeconomic status (SES) has be Map 1. Adults Living in Poverty by County
associated  with  higher rates ¢
cardiovascular disease, diabetes, inf
mortality, respiratory disease, cance
infectious diseases, overall mortality ar
suicide? Low SES may influence healtl
through secondary pathways such as limit
financial resources, psychological stress &
reduced access to public service
Diminished social clout within one’s
community may, in turn, lead to limitec
control over healthy environmente
conditions,  resulting in  elevate( |
environmental exposurédzor example, the |
2013 Maine BRFSS found that th
percentage of Maine adults ages 18 & |
older who rated their general health .
excellent, very good, or good was 94 |
percent among adults with househo |
incomes of $50,000 or more, but 53 ;
percent among those with incomes unc
$15,000.

Adults Living in Poverty

9-11%

1-13%

by | 13-15%

In addition to income, there are many oth \3 I 15-17%
social determinants of health, which ha I 17% or more
been defined as *“conditions in the
environments in which people are born, live, leavork, play, worship, and age that affect a
wide range of health, functioning, and quality-ié&-loutcomes and risks."Rurality, English
language fluency, education, and household strecte some social determinants measured in
the Maine Shared CHNA. In 2013, 66.4 percent ofridaesidents lived in rural areas.

Table 6. Key Socioeconomic Indicators
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Socioeconomic measures chosen for the Maine SIGH&A include:
Unemployment rate.
Adults living in poverty (less than 100 percentlud federal poverty level).
Children living in poverty (less than 100 percehthe federal poverty level).
Percentage of people living in rural areas.
Median household income.
High school graduation rate.
Single-parent families.
Older adults living alone.

In addition, income- and education-specific estesabf health indicators are included, when
available.

Socioeconomic measures vary across population groulaine. For example:
Females were significantly more likely than maleshave income below the federal
poverty level.
People who described their race as something tther“white alone” were significantly
more likely to be below the poverty level than thaegho described their race as “white
alone.”
Median household incomes varied across counties trdow of $36,646 in Piscataquis
County to a high of $57,461 in Cumberland County.
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While it is essential to understand the cause¥ féstors, and other determinants of a
population’s health status, broad measures of inealdl mortality can also help in understanding
the needs of the population and help identify tbpytations experiencing health disparities.
General health status can be measured by selftegpdata as well as by mortality-related data
such as life expectancy, leading causes of deatlyears of potential life lost.

Life expectancy in Maine at 79.2 years is also lsimio the national life expectancy of 78.9
years and has increased by more than four years $881.

Table 7. Key Health and Mortality Indicators

) 6% %

&'1 ,%-3 %3
B & &'1 &%,3 D
B & &'1 1% 3 D
&' ( &'1 &/%.3 D
5 M " &'1 141%0 11 %-

NA = Not Available - data are not available for¢hndicator.

Table 8. Leading Causes of Death
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General health and mortality measures chosen éoMidine Shared CHNA include:
General health status reported by adults.
Adults with 14 or more days in the past month ftiak mental health was not good.
Adults with 14 or more days in the past month fdiack physical health was not good.
Adults with three or more chronic conditions.
Life expectancy at birth.
Leading causes of death.
Overall mortality rate per 100,000 population.

General health and mortality measures includedhm Maine Shared CHNA vary across
population groups.
- In 2013, a smaller percentage of Native Americap®rted excellent, very good or good
health than was reported by people of other races.
A greater proportion of adults with more educatonl higher income reported excellent,
very good, or good health than those with lessrimeor lower education.
Life expectancy is 81.5 years for women and 76afs/ér men,

Maine Shared Community Health Needs Assessmen§, Rdvised 11/18/2015 20



A higher percentage of women report 14 or more adysoor mental health during the
past month (13 percent) than men (10.8 percent).

Alzheimer’s disease is the fifth leading causeedtti among females.

Men experience a greater number of years of peaidifé lost due to diabetes mellitus.
Cancer is the leading cause of death in 13 of théMaine counties. In Androscoggin,
Aroostook and Somerset counties, heart disea$e ieading cause. Alzheimer’s disease
is in the top five leading causes of death in tworties: Piscataquis and York.
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Linking the public to health care is one of the tssential public health services. Access to
timely, appropriate, high-quality and regular hiealare and preventive health services is a key
component of maintaining one’s health. Good acteswalth care can be limited by financial,
structural and personal barriers. Access to health is impacted by location of and distance to
health services, availability of transportationg tost of obtaining the services — including the
availability of insurance — the ability to understaand act upon information regarding services,
the cultural competency of health care provideid amost of other characteristics of the system
and its clients. Disparities in access to healtte deave traditionally been documented among
racial minorities and low-SES populatioh$dealthy People 2020 has identified four major
components of access to health services: covesagéces, timeliness, and workforte.

Table 9. Key Health Access to Health/Health Care Qlity Indicators
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Asterisk (*) and italics indicate a statisticalliggificant difference between Maine and the U.S.

One in ten of Maine adults reported that they hggegenced cost-related barriers to getting

health care in 2013. This is similar to the numiggrorting such barriers in 2000, but it is an

increase from 2006, the year with the lowest paegn (8.8 percent) reported over the last 10
2

years:

Access measures chosen for the Maine Shared CHNéde:
Adults with a usual primary care provider.
Cost-related barriers to health care for adults.
MaineCare enrollments (adults and children).

No current health insurance coverage.

Additional measures related to access to prevestveices, care management, and oral health
care can be found in several sections of the M&inared CHNA, including cancer, diabetes,
environmental health, health care quality, immuthg maternal and child health, mental
health, oral health, respiratory health, and SES.

Access to health care varies in Maine by geogramggnder, race and ethnicity, sexual
orientation, educational attainment, income and age
In general, women in Maine have better access te, aaith a lower percentage of
uninsured (9.6 percent compared with 12.9 percentnien) and higher percentage
reporting having a primary care provider (91.3 pato/ersus 83.2 percent for men).
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Individuals living in isolated areas have highercgeatages of uninsured people (13.6
percent) than those living in urban areas (9.2qudjc

American Indians and Asians have higher percentafjesinsured people (18.8 percent
and 14.7 percent, respectively) than other racéslewvhites and Hispanics are less
likely to report barriers to health care due totc@.7 percent and 10.3 percent,
respectively) than American Indians (24.1 percebldcks or African-Americans (21.8
percent) and multiracial-non-Hispanics (18.1 petcen

In addition, bisexuals were more likely to repasstrelated barriers to health care (23.7
percent) than heterosexuals (10 percent).

A higher percentage of adults with higher levelsdfication and of those earning over
$50,000 report having health insurance, a primang @rovider, and fewer cost-related
barriers to care.

A significantly lower percentage of those ages 6arg and over were uninsured (0.2
percent) and reported cost-related barriers totiheare (2.3 percent), and more had a
primary care provider (95.6 percent).

Fewer 18 to 24-year-olds and 25 to 34-year-oldsntegd having a primary care provider
(74 percent and 73.6 percent, respectively),

Insurance rates generally increased for those a6 \nd over, as people aged.

A significantly smaller percentage of children und8 years of age had no insurance
compared with adults ages 19-25 years (5.9 pear@h®1.5 percent, respectively).

Table 10. Counties with highest and lowest percenga of uninsured Mainers
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Healthy Maine 2020 also has objectives relatecct@ss to health, includirfg:
- Increase the proportion of persons with a usuahary care provider.

Increase the proportion of people of all ages wntkdical health insurance (sub-
categories: adults with medical insurance, childnétih medical insurance, adults with
dental insurance, children with dental insurance).
Reduce the proportion of individuals who are unatdeobtain or delay obtaining
necessary medical care due to cost (sub-categarexdical care, dental care).
Reduce the proportion of children who have denaales experience in their primary or
permanent teeth (kindergarten and third grade only)
Increase the number of community-based organizatiproviding population-based
primary prevention services (nine topic areas yliptnealth district).
Increase routine vaccination coverage levels fddedn and adolescents.
Reduce invasive health care-associated methic#lsistant Staphylococcus aureus
(MRSA) infections.
Reduce hospital emergency department visits fomaat
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Increase the proportion of persons with diagnosatiees who receive formal diabetes
education.

Increase the percentage of cancer detected atdtzgsd.

Reduce hospitalizations of older adults with héailtire as the principal diagnosis.
Increase the proportion of primary care facilittbat provide mental health treatment
onsite or by paid referral.

Increase the proportion of children with mentalltieproblems who receive treatment.
Increase the proportion of adults with mental ledisorders who receive treatment.
Increase the proportion of persons with co-occgrrsubstance abuse and mental
disorders who receive treatment for both disorders.
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Obtaining quality health care is a key componemnhaintaining one’s health. The Maine Quality
Forum’s definition of quality health care includibe elements of safety, effectiveness, patient-
centeredness, timeliness, efficiency and equ@yality of health care can be measured by health
outcomes, access to health care, the appropriatefugpes of health care (such as primary care
providers and emergency departments), the occweresfc medical errors or unintended
consequences, or patient satisfaction. Accessimelyt services and preventive care are
additional aspects of quality health care. As cotines between health care and public health
are better recognized and partnerships are stremggth the importance of measuring health care
qguality at both the provider and facility levels agll as the population level is also being
recognized.

Ambulatory care-sensitive condition (ACSC) hospitéischarges is a Prevention Quality

Indicator from the Agency for Healthcare Researnod Quality and is intended to measure

whether these conditions are being treated apmiatyi in the outpatient setting before

hospitalization is required. AHRQ provides natiodevicomparative rates based on analysis of
44 states from the 2010 Agency for Healthcare Rekeand Quality’s Healthcare Cost and

Utilization Project State Inpatient Databa$es.

Table 11. Ambulatory Care-Sensitive Condition Rates
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&
NA = Not Available - data are not available for¢hndicator.

Health care quality measures chosen for the Malraeesl CHNA include:
ACSC hospital admission rate per 100,000 population
ACSC emergency department rate per 100,000 popnlati

Additional measures related to health care quahty be found in several sections of the Maine
Shared CHNA, including cancer, diabetes, immuniregi(preventive services), and access to
care. Data on disparities in health care qualitynmited due to a lack of availability of the data
by demographic characteristics such as race amicgthand small numbers for some indicators.

ACSC hospitalizations and emergency departmens\wase:
Higher for women (1,568 and 5,108, respectivelyysue men (1,426 and 3,350,
respectively).
Significantly higher for people ages 85 years aiem(10,801 and 16,019, respectively).
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In addition, ACSC emergency department visits #&e significantly higher for people ages 75-
84 (10,612).

Table 12. Counties and Public Health Districts withsignificantly higher and lower
Ambulatory Care-Sensitive Condition Rates per 100{@0 population compared to Maine
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Healthy Maine 2020 also has objectives relatecetth care quality, including;

Increase routine vaccination coverage levels fdddn and adolescents.

Reduce invasive health care-associated methicgkistant Staphylococcus aureus
(MRSA) infections.

Reduce the proportion of individuals who are unatideobtain or delay obtaining
necessary medical care or dental care.

Reduce hospital emergency department visits fomaat

Increase the proportion of persons with diagnosatletes who receive formal diabetes
education.

Increase the percentage of cancer detected atdtags.

Reduce hospitalizations of older adults with héaltire as the principal diagnosis.
Increase the proportion of primary care facilittest provide mental health treatment
onsite or by paid referral.

Increase the proportion of children with mentalltreproblems who receive treatment.
Increase the proportion of adults with mental Hedisorders who receive treatment.
Increase the proportion of persons with co-occgrrsubstance abuse and mental
disorders who receive treatment for both disorders.
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Oral health is important for overall healtiGood oral health helps us smile, speak, chew,Ismel
taste, swallow, touch, and make facial expressibasshow emotions and feelings. Examples
of oral diseases include cavities, gum disease,namath and throat cancers. Gum disease, in
particular, has been linked to chronic diseaseh agcheart disease, stroke, and diabetes. Gum
disease in pregnant women has been associatetbwithirth weight and premature birth.

Regular dental care can help prevent many orahdes In 2012, 65.3 percent of Maine adults

ages 18 years and older reported visiting a demtidental clinic for any reason in the past year.
This figure has not changed significantly since 4969.8 percent) and is comparable to the
United States average of 67.2 percent. In 2014l pBrcent of MaineCare members under 18
years had a visit to a dentist during the priorryea

Oral health-related measures chosen for the Maaee8 CHNA include:
Adults with dental care in past year.
MaineCare members under 18 years with a visitéad#émtist in the past year.

Additional measures related to protective factask factors, or diseases related to oral health
can be found in several sections of the Maine S$ha&iNA, including diabetes, and
cardiovascular health, tobacco use, and substdnsea

While some oral health measures varied by stapublic health district, most Maine counties or
districts (with the exception of Aroostook) weret wonsistently at increased rigkstimates for
adult visits a dentist or dental clinic for anysea in the past year vary across population groups
in Maine, with the following groups less likely lave had oral health care:

Males.

Adults in lower income groups.

Adults in isolated areas.

Healthy Maine 2020 has objectives related to oealth, including’
- Increase the proportion of adults ages 18 yearohiet with dental insurance.
Reduce the proportion of individuals who are unatieobtain or delay obtaining
necessary dental care.
Reduce the proportion of children who have dendales experience in their primary or
permanent teeth.
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Advances in cancer detection, treatment, and relsdave led to declines in cancer incidence
and death rates. According to Surveillance, Epidergy, and End Results (SEER) data from

the National Cancer Institute, today in the Unittétes, among people who develop cancer,
more than half will be alive in five yeal$.Many cancers can be prevented by reducing risk
factors such as tobacco use, physical inactivibgr mutrition, obesity, and exposure to sunlight.

A recent study also suggests that avoiding evént tmgmoderate drinking of alcohol may reduce

overall cancer risR.

Screening, including mammography, Pap tests, alwhascopy, can be effective in identifying
certain cancers at early stages, when they are eamify treated:? Screening for colorectal and
cervical cancers can find precancerous lesionscirabe treated before they become cancérous.
In addition, the human papillomavirus vaccine magvpnt cervical cancers, while the hepatitis
B vaccine can help lower liver cancer rfsk.

The age-adjusted all-cancer death rate in Maingedsed significantly in recent years, but
cancer remains the leading cause of death amonge\paiople.

Table 13. Key Cancer Indicators
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Asterisk (*) and italics indicate a statisticalligaificant difference between Maine and the .S.
NA = Not Available - data are not available forghndicator.
Note: Age-adjusted rates presented in table, exfoephammograms and colorectal screening..

Cancer-related measures chosen for the Maine SK&EA include:
Cancer deaths (all cancers).
Cancer incidence (all cancers).
Bladder cancer incidence.
Female breast cancer deaths.
Late-stage female breast cancer incidence.
Female breast cancer incidence.
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Women ages 50 and older who have had a mammogrtra past two years.
Colorectal cancer deaths.

Late-stage colorectal cancer incidence.

Colorectal cancer incidence.

Adults ages 50 years and older who have had cdldreancer screening.
Lung cancer deaths.

Lung cancer incidence.

Melanoma incidence.

Women ages 18 and older who have had a Pap sniian thie past three years.
Prostate cancer deaths.

Prostate cancer incidence.

Tobacco-related cancer deaths, excluding lung cance

Tobacco-related cancer incidence, excluding lumgea

Additional measures related to risk factors foragncan be found in several sections of the
Maine Shared CHNA, including cardiovascular heatthyironmental health, tobacco use, and
physical activity, nutrition and weight.

Cancer incidence, mortality, and screening measacdsded in the Maine Shared CHNA vary
across population groups in Maine. For example:
" Males are at higher risk than females both of belignosed with and of dying from
colorectal, lung, and tobacco-related cancers,elsas cancer in general.
People who are white are more likely than peopleaddr to be diagnosed with cancer
(all types combined).
The 2007-2011 age-adjusted all-cancer incidence atsignificantly higher in the
Downeast Public Health District (525.1 per 100,@@p@ulation), Penquis Public Health
District (523.8) and York County (510.4) than in shof the other public health districts
in the state.
Mainers with less education or income are lesdylike have cancer screenings such as
mammograms, Pap tests, and sigmoidoscopy or caiopgshan Mainers with higher
education or income.

The Chronic Disease section of Healthy Maine 20®20uides objectives to reduce the incidence
rate of late-stage female breast cancer and toceethe incidence rate of late-state colorectal
cancer. Objectives related to risk factors forcesrcan be found in other sections of Healthy
Maine 2020, including Substance Abuse, Physicalvigtand Nutrition, and Environmental
Health®
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More than one in three adults in the United Staweswith some type of cardiovascular disease.
Heart disease and stroke can cause serious illredsdisability with associated decreased
quality of life and high economic costs. These ditons are, however, among the most
preventable health problems. The most common aliaitte or modifiable risk factors for
cardiovascular disease include high blood press$ugé, cholesterol, smoking, diabetes, physical
inactivity, poor diet, overweight and obesttin addition to these traditional risk factors, more
recent studies have identified early-life psychcattisorders as a risk factor for early onset
cardiovascular diseade.

Heart disease is the leading cause of death amaaigeké ages 65 years and older and the
second leading cause of death among all ages cemhbistroke is the fifth leading cause of
death among Mainers.

Table 14. Key Cardiovascular Disease Indicators
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Asterisk (*) and italics indicate a statisticalligaificant difference between Maine and the U.S.;
NA = Not Available - data are not available forghndicator.
Note: Age-adjusted rates presented in table, exioemtholesterol checked, hypertension and higHedterol.

Cardiovascular health-related measures chosehdavitine Shared CHNA include:
Acute myocardial infarction (heart attack) hospdeicharges.
Acute myocardial infarction (heart attack) deaths.

Cholesterol checked every 5 years.
Coronary heart disease deaths.
Heart failure hospital discharges.
Hypertension (high blood pressure).
High cholesterol.

Hypertension hospital discharges.
Stroke hospital discharges.

Stroke deaths.
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Additional measures related to risk factors fordaarascular disease can be found in several
sections of the Maine Shared CHNA, including diabettobacco use, substance abuse; and
physical activity, nutrition and weight.

Cardiovascular disease mortality and hospital disgh rates and the prevalence of risk factors
vary across population groups in Maine. For examnpl
- Males are at higher risk than females of dying fraoute myocardial infarction or
coronary heart disease or being hospitalized fartHailure, acute myocardial infarction,
hypertension, or stroke.
Mainers with lower incomes or less education aréigher risk than those with more
income or education of ever having been told bealth professional that they had high
blood pressure or high cholesterol.
The age-adjusted acute myocardial infarction arrdr@ry heart disease mortality rates
are significantly higher among Mainers who are At Indian or Alaska Native than
those who are white.
Aroostook, Hancock, Penobscot, Piscataquis, Somemd Washington counties are at
higher risk than the state overall on more cardou&ar health related measures than any
other state; their acute myocardial infarction ralit and hospital discharge rates,
coronary heart disease mortality rate, and strokehgpertension hospital discharge rates
are all significantly higher than the state rates.

Healthy Maine 2020 has objectives related to caatioular health, including:

- Reduce hospitalizations of older adults with héailtire as the principal diagnosis.
Increase the proportion of adults who report haviegn diagnosed with hypertension
who are at a healthy weight.

Increase the proportion of adults who report havegn diagnosed with hypertension
who report cutting down on salt.

Increase the proportion of adults who report haviegn diagnosed with hypertension
who report engaging in the recommended amount ydipal activity.

Increase the proportion of adults who report haviegn diagnosed with hypertension
who report no heavy or binge drinking.

Additional objectives related to risk factors faardiovascular disease can be found in other
sections of Healthy Maine 2020, including physiaelivity, nutrition and weight and substance
abuse.
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Diabetes mellitus is a complex public health probleDiabetes is the inability of the body to
control the amount of glucose (sugar) in the bloDéhbetes occurs when the body cannot
produce or respond appropriately to insulin. Ab®0% of diabetes cases are type 2, which is
brought on by obesity and lack of physical activitpiabetes lowers life expectancy, increases
the risk of heart disease and is the leading catiselult-onset blindness, non-traumatic lower
limb amputations, and kidney failure. Effectivedatment can delay or prevent complications of
diabetes; however, about one in four Americans wlittbetes are undiagnosed. Many other
Americans have blood glucose levels that put théngreatly increased risk of developing
diabetes during the next few yearShe cost of treatment for diabetes is high andeiasing
rapidly. Per-person spending for diabetes drudsgker than for any other class of traditional
drug? Average annual health care costs for a person diithetes have been estimated about
$15,000, roughly three times that for a person evittthe diseaséEven in in the U.K., where
health care costs have been reported to be baiterined than in the U3SPDiabetes UK
recentl;(/5 warned that the cost of diabetes caraténs to bankrupt the U.K. National Healthcare
Systenm.

Table 15. Key Diabetes Indicators
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Asterisk (*) and italics indicate a statisticalliggificant difference between Maine and the U.S.
NA = Not Available - data are not available for ardicator.
Note: Age-adjusted rates presented in table forrgerecy department visits and hospitalizations.

Diabetes mellitus is the seventh leading causeeatldamong Maine residents and the fifth
leading cause of years of potential life lost amoraes in Maine.

Diabetes-related measures chosen for the Mainee&IG@HNA include:
Adults with diabetes.
Adults with pre-diabetes.
Adults with diabetes who have had an eye examdrast year.
Adults with diabetes whose feet were checked irldbeyear.
Adults with diabetes whose hemoglobin A1C was chdcdkt least twice per year.
Adults with diabetes who have received formal diebeducation.
Diabetes emergency department visits.
Diabetes hospital discharges.
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Diabetes long-term complication hospital discharges
Diabetes deaths.

Measures related to risk factors for diabetes eafobnd in several sections of the Maine Shared
CHNA, including physical activity, nutrition and wgit, tobacco use, and substance abuse.

The prevalence of diabetes, rates of diabeteseklhbspital encounters, and other diabetes-
related measures included in the Maine Shared CKal& across population groups in Maine.
For example:
Males are at higher risk than females of havingeties, dying from diabetes and having
hospital or emergency department encounters witliabetes principal or long-term
complication diagnosis.
Adults in lower income groups or with less eduagatexe more likely to report ever
having been told by a doctor that they have diabete
Non-Hispanic American Indian or Alaska Native adudire more likely than adults of
other race/ethnicity groups (except non-Hispanidtinagial) to report ever having been
told by a doctor they have diabetes.
American Indian or Alaska Native Mainers are makely than white Mainers to die
from diabetes.
Aroostook, Penobscot, Piscataquis, Somerset anthost cases, Washington counties
have higher rates than the state as a whole of &athrgency department visits and
hospital discharges with a diabetes principal agierm complication diagnosis.

Healthy Maine 2020 also has objectives relatedabetes, including:

- Increase the proportion of persons with diagnosatlees who receive formal diabetes
education.
Reduce co-morbidity for persons with mental illnédisbetes, asthma, and hypertension
among people with diagnosed depression or anxiety).
Increase the proportion of adults diagnosed withgiabetes who report engaging in the
recommended amount of physical activity.
Increase the proportion of adults diagnosed widigpabetes who are at a healthy weight.
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Asthma, pneumonia and chronic obstructive pulmondisease (COPD) are examples of
respiratory diseases that are significant publialtheissues. The burden of respiratory disease
falls not only on the people who have them, bub as their families, workplaces, schools,
neighborhoods, and society as a whole. Both gerstd environmental factors, such as
exposure to cigarette smoke, play a role in wha gettain respiratory diseases and how those
diseases progreSs.

Asthma is the most common childhood chronic coaditin the U.S. and the leading chronic
cause of children being absent from scHoWhile exposures to dust mites and cockroaches
have long been identified as risk factors for astfistudies also point to parental smoking as a
contributing causal factor in childhood asthtfiaviore recent studies have also linked obesity to
asthma among childrén.

Asthma rates are higher among people living inrtbeheastern U.$. In addition, Chronic
lower respiratory disease, which includes COPD asttima, is the third leading cause of death
among Maine residents. Maine has seen signifitacteases in pneumonia emergency
department visits (568.9 per 100,000 populatiodd@7, 719.9 in 2011).

Table 16. Key Asthma and COPD Indicators
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Asterisk (*) and italics indicate a statisticalliggificant difference between Maine and the U.S.

NA = Not Available - data are not available fordhndicator.
Note: Age-adjusted hospitalization rates presemtedble;

Respiratory-related measures chosen for the Mdiaee8 CHNA include:

Asthma emergency department visits.
Adults with COPD.

COPD hospital discharges.

Adults with current asthma.

Asthma among children.

Pneumonia emergency department visits.

Pneumonia hospital discharges.

Measures related to risk factors for respiratosedses can be found in other areas of the Maine
Shared CHNA, including cancer, environmental healtti tobacco use.
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Estimates for respiratory health-related measunekided in the Maine Shared CHNA vary
across population groups in Maine. For example:
Current asthma among Maine children is significambre common among males (10.9
percent) than females (7.1 percent),
Among Maine adults, current asthma is more comnmoorsy females (14.6 percent) than
males (8.9 percent).
Among Maine adults, current asthma is also sigaifity more common among those
who identify themselves as non-Hispanic, Americadidn or Alaska Native (15.9
percent) or non-Hispanic multiracial (16.2 percetitan among non-Hispanic white
adults (11.6 percent).

Healthy Maine 2020 also has respiratory-relateéatbjes, including:
- Reduce hospital emergency department visits fdmaeast
Reduce emergency department visits for work-relastdma.
Reduce the use of any tobacco products among studen
Reduce cigarette smoking among students.
Increase the percentage of youth who reported neweng smoked in their life.
Reduce tobacco use by adults.
Increase abstinence from cigarette smoking amoagnant women.
Increase the proportion of persons with a diagnosidepression or anxiety who do not
smoke.
Reduce the number of days the Air Quality Indexeexis 100.
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Environmental health is a large and varied fieldt thtrives to promote health and prevent or
minimize exposures in the environment that may haseerse health effects. Environmental
health touches nearly every aspect of our livee Adalth and safety of our food, water, air, and
the places where we live, play and work, are ahinithe scope of Environmental Heatth.

There is a particularly strong and important cotioec between health and the home
environment. The Surgeon General's Call to ActionPromote Healthy Homes distills the
scientific evidence demonstrating how residentiaémicals, drinking water and indoor air
quality, as well as a home’s structural aspects saféty devices, can affect hedtPeople
living in U.S., especially young children and oldetults, spend more time at home than in any
other locatior?. The developmental vulnerability and behavior ofiyg children put them at
unique risk for adverse health outcomes associaitiichazards found in the home.

Maine residents face specific challeng
when it comes to ensuring a healtt
home environment. Maine has the siXu.
highest percentage of homes built
before 1950 in the U.S. — pre-1950
homes are more likely to have lead
paint. Between 2009 and 2013, nearly
1,674 Maine children less than six years
of age were newly identified as having
a confirmed elevated blood lead level
(and 2,811 suspected of having an
elevated blood lead level).

Map 2. Children Born in 2010 with a Blood Lead
Screening Test before 24 Months of A(

Childhood lead exposures are of
particular concern in urban clusters lik
Auburn, Bangor, Biddeford, Lewiston
Portland, Saco and Westbrook at
disproportionately affect children whi
live in rental housing, as well a
children in families with low incomes
and those born in other countries.

Further, more than half of Maine™
population relies on private wells fo
drinking water The mineral-laden
bedrock underlying large areas of tf
state produces arsenic and otfF
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naturally occurring contaminants in drinking watktore than 10 percent of wells have unsafe
levels of arsenic — a human carcinogen also linkigd cardiovascular disease, diabetes, and 1Q
deficits — yet less than half of Maine homes wittllsshave been tested for arsehic.

Environmental Health measures chosen for the Maimeed CHNA include:
Children with confirmed and unconfirmed elevateddd lead levels (percent among
those screened).
Homes with private wells tested for arsenic.
Blood lead screening among 1 & 2 year old children.

Table 17. Key Environmental Health Indicators
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U.S comparisons are not available for these indicat

Additional indicators related to environmental hleaan be found in many sections of the Maine
Shared CHNA, including cancer, cardiovascular eaitfectious disease, maternal and child
health, oral health, and respiratory health.

Public health and health care providers work togretbward the goal of eliminating childhood
lead poisoning in Maine. Providers fulfill Maineldood lead testing requirements: children
covered by MaineCare must have their blood leattdeat ages 1 and 2 years, and all other
children must be tested at these same ages unf@swider determines they are not at risk. An
elevated blood lead test triggers public healtloastto make the home environment lead-safe
for the child, other children living in the dweliinand children who may live there in the future.
In 2015, Maine adopted the national reference véduen elevated blood lead level, which is
now 5 micrograms lead per deciliter blood or ab¢vés ug/dL), and the Maine CDC issued
updated guidelines for blood lead testing.

Public health and health care providers can alstk wagether to promote testing of drinking
water that comes from private wells. Primary careviglers recognize the importance of
evaluating well water quality to assess the needflémride supplement.The Maine CDC
recommends testing private wells each year forébactand nitrates, and every three to five
years for arsenic, radon, uranium, lead, and ftierWell water quality is not linked to particular
socio-economic characteristics, but Maine resideiitts incomes above $50,000 and those who
have graduated from college or technical schoohasee likely to have tested for arsenic.

There are other important concerns related to threehenvironment, but not covered in the
Shared CHNA, including indoor air radon and carbmmnoxide. Indoor air radon is considered
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the second leading cause of lung cancer, yet hess & third of Maine homes have tested for
radon® Carbon monoxide poisoning, a notifiable conditiorMaine, increases every winter due
to faulty heating systems or improper use of genesaluring power outages, yet nearly half of
Maine homes do not have a carbon monoxide det2ctor.

Healthy Maine 2020 has additional environmentalthazbjectives, including:
Particulate matter in the air.
Number of days the Air Quality Index (AQI) excedd.
Carbon monoxide poisoning emergency departmerts\pgir 100,000 (2009).
Persons served by a community water systems wiedveea supply of drinking water
that meets the regulations of the Safe Drinking&NVALt.
Fluoridated water.
Homes with elevated radon.

Number of homes with an operating radon mitigasgstem for persons living in homes
at risk for radon exposure.
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Immunization was one of the top ten “Great Publieakth Achievements” of the twentieth
century, accounting for significant decreases irrbniasty and mortality of infectious diseases
and an overall increase in life expectahdylorldwide progress toward the eradication of key
diseases, such as smallpox and polio has beemdoiyemmunization campaigns. However,
many infectious diseases that can be prevented/againation continue to cause significant
burdens of disease. The U.S. CDC recommends inpatiomns for 17 vaccine-preventable
diseases across the lifesga¥oung children, adolescents and older adults apulations for
which the majority of vaccinations are recommended.early influenza vaccination is
recommended for all people ages six months and.olde

Table 18. Key Immunization Indicators
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NA = Not Available - data are not available for¢hndicator.

In Maine, 91 percent of children ages 19-35 montlegse immunized for MMR (measles-
mumps-rubella) in 2013, while 88 percent receivear fdoses of DTap (diphtheria and tetanus
toxoids and acellular pertussis) vaccine and 8@qrreceived full series (primary series plus
the booster dose) of haemophilus influenzae tyfdilty) vaccine. These figures are comparable
to the U.S. averages of 92 percent, 83 percen8amercent, respectivefy.

Immunization measures chosen for the Maine ShakdACinclude:
Adults immunized annually for influenza.
Adults immunized for pneumococcal pneumonia (agegears and older).
Immunizations exemptions among kindergartenerpifidosophical reasons.
Two-year-olds who have received all age appropriateines recommended by ACIP.

Another indicator related to immunizations includadthe Maine Shared CHNA topic area of
infectious disease is the rate of pertussis.

Due to sample sizes in the surveys used for the®&8hared CHNA immunization data, there is
limited data on geographical, racial and ethnicpaligies for childhood and adolescent
immunizations in Maine. Shared CHNA data does sBowe variation by gender, age and
educational attainment
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In 2014, 67 percent of female adolescents ages/\g&4rs had at least one HPV vaccine
dose, compared with 53 percent of male adolescents.

For adults, influenza vaccination increased witle adfter age 24. In 2013, these rates
ranged from 32.3 percent in adults ages 25-34 yea2.5 percent in adults ages 65-74
years and 64.5 percent in adults ages 75 yearsldad

As of 2013, 69.4 percent of adults ages 65-74 yaads79.6 percent of those ages 75
years and older are immunized for pneumonia. Thases that have not changed
significantly since 2006.

College and technical school graduates have higties of influenza and pneumococcal
immunizations than those with less education.

Women are vaccinated for both flu and pneumonkagiter rates than men.

Healthy Maine 2020 objectives related to immunizatare’

Reduce the rates of vaccine-preventable diseasess(bn pertussis and varicella).
Increase routine vaccination coverage levels fdddn and adolescents.
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There are 71 infectious diseases and conditiortsatieareported in MaineWhile advances in

sanitation, personal hygiene and immunizations Ipgeeided control over some disease, others
continue to thrive despite best efforts. For exanplyme disease has increased from 245

reported cases statewide in 2005 to 1,400 in 2@lgrowth of more than 500 percent in a
decade.

Surveillance data assist in monitoring trends isedse and identifying immediate threats to
Healthcare providers and facilitiesedical laboratories, health officers,
veterinarians and others are required to repoitiaiole diseases to Maine CDC. However, there

public health.

are limitations in surveillance data, especiallyt@maing to underreporting. Available data
reflects a subset of the disease burden in Maine.

Table 19. Key Infectious Disease Indicators
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NA = Not Available - data are not available for¢hndicator.

The five most commonly reported infectious diseasaditions in Maine in 2014 were
chlamydia, chronic hepatitis C, Lyme disease, @iy and gonorrhea. For 2014:
- The rate of chlamydia in Maine was 265.5 per 100,60mpared to 452.2 per 100,000

Infectious disease measures chosen for inclusitimeitMaine Shared CHNA include:

nationally.

The rate of newly reported cases of past or presepatitis C (chronic hepatitis C) was

107.1 per 100,000; an increase from 87.0 per 100p@@sons in 2010.

The rate of Lyme disease was 105.3 per 100,000latb@u which is more than twelve
times the national average of 10.5 per 100,000wé¥er, it should be noted that Lyme

disease is not found in all states.

The rate of pertussis in Maine significantly inged from 15.4 per 100,000 in 2011 to

41.9 per 100,000 in 2014.

The rate of gonorrhea in Maine was 17.8 per 100@&f}@pared to 109.8 per 100,000

nationally.

Acute hepatitis A.
Acute and chronic hepatitis B (HBV).
Acute and chronic hepatitis C (HCV).
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Lyme disease.

Tuberculosis.

Pertussis.

AIDS.

Chlamydia.

Gonorrhea.

HIV.

HIV/AIDS hospitalizations

- Syphilis.

Additional infectious disease related measuresbeafound in the immunization section of the
Maine Shared CHNA.

The occurrence of some infectious disease variegrgphically around the state of Maine.
Lyme disease rates in 2014 vary by district withddéiast, Downeast, York and Cumberland
Public Health Districts having the highest rate®3(3, 154.9, 134.0 and 117.4 per 100,000
respectively) and Aroostook the lowest (7.2 per,200).. Rates of pertussis in 2014 were
highest in Aroostook, Penquis, and Midcoast (9779,3, and 66.9 per 100,000 persons
respectively). The rate of gonorrhea in WesternliPwbealth District was twice as high as the
state at 38.0 per 100,000 persons.

Healthy Maine 2020 objectives related to infectidisease afe
Increase the percent of persons with chronic Hep&iwho know their serostatus.
Reduce the rates of vaccine-preventable diseasess(bn Pertussis and Varicella).
Reduce invasive healthcare-associated methiciigistant Staphylococcus aureus
(MRSA) infections.
Reduce the percent of new HIV diagnoses that aexthl late in the course of HIV
illness.
Increase routine vaccination coverage levels fdddn and adolescents.
Reduce infections caused by key pathogens trarshdtimmonly through food.
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Intentional, or violence-related, injury is an inmamt public health problem that affects people
of all ages- Violence prevention activities include changingcistal norms regarding the
acceptability of violence, improving conflict restibn and other problem-solving skills, and
developing policies to address economic and secoiadiitions that can lead to violertce.

Suicide is the second leading cause of death amiéntp 34 year-old Mainers and the tenth
leading cause of death among all ages combine@018, 245 Maine residents died by suicide.
There were 97 homicides in Maine in 2010 to 201®lwined. The lifetime medical and work-
loss costs associated with all violence-relatedidethat occurred among Maine residents in
2005 alone are estimated to be more than $192omi{ln 2005 dollars}.

Table 20. Key Intentional Injury Indicators
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Asterisk (*) and italics indicate a statisticalligaificant difference between Maine and the U.S.
NA = Not Available - data are not available forghndicator.
Note: Age-adjusted rates presented in table.

While many people die as the result of intentianplry each year, many more survive and can
be left with emotional and physical scarsln 2013, for example, it was estimated that 17.9
percent of Maine high school students had purposety themselves (e.g., cutting or burning)
without wanting to die during the past year.

The following intentional injury-related measuree acluded in the Maine Shared CHNA:
Domestic assaults.
Firearm deaths.
Self-harm by high school students.
Lifetime rape.
Non-fatal child maltreatment.
Rape reported to law enforcement.
Suicide deaths.
Intimate partner violence.
Violent crime.

Additional intentional injury-related measures danfound in the mental health section of the
Maine Shared CHNA.
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The occurrence of intentional injuries includedMaine Shared CHNA measures varies across
population groups in Maine.
- Suicide is more common among males than females.
Female high school students, however, are at higlslr than male students of
intentionally harming themselves without wantingite.
Gay, lesbian, and bisexual high school studentsfarenore likely than heterosexual
students to report intentional self-harm withountirg to die
Asian and Native Hawaiian or other Pacific Islankigih school students were less likely
to report intentional self-harm without wantingdie than any other race and ethnicity.
The occurrence of intentional injuries varies gtestand public health district, but no one
particular state or district is at increased rigkatl, or most, of the measures in the Maine
Shared CHNA.

Healthy Maine 2020 also has objectives relatedteniional injury, including:
Reduce the suicide rate.
Reduce nonfatal child maltreatment.
Reduce bullying among adolescents.
Reduce violence by current or former intimate pendn
Reduce rape or attempted rape.
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Injuries are a leading cause of death and disgpbNMthile many people think of injuries as
“accidents,” most are predictable and preventable.

Unintentional injury was the leading cause of demtiong one- to 44-year-old Mainers and the
fourth leading cause of death among all ages coadhim 2013. The lifetime medical and work-
loss costs associated with all unintentional ingeaths that occurred in Maine in 2005 alone are
estimated to be more than $500 million (in 2005aie)? The leading causes of unintentional
injury death in Maine were:

Motor vehicle traffic incidents (10.2 deaths pef.J®O population compared with 10.5

for the U.S.).

Poisoning (12.6 deaths per 100,000 population coedpaith 13.2 for the U.S.).

Falls (8.7 deaths per 100,000 population compatdd&5 for the U.S.).

Table 21. Key Unintentional Injury Indicators
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Asterisk (*) and italics indicate a statisticalligaificant difference between Maine and the U.S.
NA = Not Available - data are not available forghndicator.
Note: Age-adjusted rates presented in table fotl®and emergency department visits.

Unintentional injury-related measures chosen ferNtaine Shared CHNA include:
Emergency department visits due to falls amongtadd years and older.
Fall-related deaths.

Motor vehicle traffic deaths.

Adult seatbelt use.

Youth seatbelt use.

Traumatic brain injury emergency department visits.
Unintentional and undetermined poisoning deaths.

Additional unintentional injury-related measures ¢e found in occupational health section of
the Maine Shared CHNA.

The occurrence of unintentional injuries and préwenbehaviors included in Maine Shared
CHNA measures vary across population groups irstée.
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Males are at higher risk of motor vehicle traffieaths, fall-related deaths, unintentional-
and undetermined-intent poisoning deaths, and esneygdepartment visits related to
traumatic brain injury.

Females are at higher risk of fall-related emergeatepartment visits.

High school students of color (except Asian) ass likely than white students to report
they always wear seat belts when riding in a car.

Injury risk also varies by state and public heatlistrict; Somerset County was at
significantly increased risk on four of the severntentional injury measures, more than
any other county in the state.

Healthy Maine 2020 also has objectives relatechintantional injury, including:

Reduce motor vehicle crash-related deaths.

Prevent an increase in the rate of poisoning de@dhsintents and unintentional or
undetermined intent).

Reduce emergency department visits due to uniotealtialls among older adults.
Reduce the rate of infant death.

Reduce the rate of injury and illness cases inmgivilays away from work due to
overexertion.

Reduce the rate of injury and illness cases inngivilays away from work due to
repetitive motion.

Reduce deaths from work-related injuries.

Reduce nonfatal, work-related injuries.
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Workplace environments and activities have an epasnimpact on health. Work-related
illnesses and injuries include any illness or ipjurcurred by an employee engaged in work-
related activities while on or off the worksft&ationally, millions of workers are injured or Ifal
ill every year due to hazards in their workplat&¥hile research, interventions in the form of
policies, and changes in the work environment hgde significant improvements in the safety
of workplaces, shifting employment and work patsepnesent new challenges.

From 2009 to 2013, a total of 100 Maine workersidis a result of workplace hazards, with 19
deaths in 2013. There were 13,205 non-fatal wel&ted injuries. Maine's high proportion of
workers in the farm, forest, and fishing industipesgs a greater number of Maine workers at risk
for fatal injuries on the job.

Occupational health measures chosen for the Mdaee CHNA include:
Deaths from work-related injuries.
Nonfatal, work-related injuries.

Additional measures related to occupational hezdthbe can be found in several sections of the
Maine Shared CHNA, including unintentional injursespiratory health and environmental
health.

Occupational health injuries vary by gender andupation. Data available do not provide
information on other disparities in Maine.
Significantly more men die due to work-related mmgs than women.
Occupations with the most number of work-relatedlftes include transportation and
material moving, farming, forestry, fishing, andhetruction and extraction.
The health care and social assistance industryheakighest number of nonfatal, work-
related injuries.

It should be noted that these numbers are not, ratesmay not take into account differences in
the number of workers in these industries, nor ey treflect the cause of the injutyThe
majority of Maine's worker fatalities are the resofl transportation incidents across industries.
The most common injury-causing events, in ordemewaerexertion in lifting and falling on
floors or other surfacés.

Healthy Maine 2020 has objectives related to octiopal health, including:
- Reduce the rate of injury and illness cases inmgivilays away from work due to
overexertion.
Reduce the rate of injury and illness cases inmgivilays away from work due to
repetitive motion.
Reduce deaths from work-related injuries.
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Reduce nonfatal, work-related injuries.
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Addressing health risks during a woman’s pregnacay help prevent future health issues for
women and their children. Increasing access toityuzdre both before pregnancy and between
pregnancies can reduce the risk of pregnancy-celatenplications and maternal and infant

mortality. Early identification and treatment ofati issues among babies can help prevent
disability or deatH.

Table 22. Key Pregnancy and Birth Outcomes
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Asterisk (*) and italics indicate a statisticalliggificant difference between Maine and the U.S.
NA = Not Available - data are not available forghindicator.

The Maine infant mortality rate has been increasingecent years from 5.4 per 1,000 in 2008 to
7.0 per 1,000 in 2012. One Maine baby died evetays, on average, during 2012. There was
no significant improvement between 2000 and 201#hen percentage of pregnant women in
Maine who received early and adequate prenatal ¢84#e3 percent and 86.4 percent,

respectively).

Pregnancy and birth outcome measures chosen fosian in the Maine Shared CHNA include:
Infant mortality.
Early and adequate prenatal care.
Low birth weight (<2,500 grams).
Live births, fertility rates, and adolescent births

Additional Pregnancy and birth outcome measuresbeafound in many other sections of the
Maine Shared CHNA.

Pregnancy and birth outcomes often vary acrosslptpua groups in the state. For example:
Babies born to mothers who are black or African-Acen are more likely to die (8.6
deaths per 1,000 live births) before their firgthiay than babies born to mothers who
are white (5.8 deaths).

Babies born to mothers with less than a high sctpdbma are more than twice as likely
to die (9.3 deaths per 1,000 live births) beforeirthirst birthday than babies born to
mothers with a bachelor’'s degree or higher (4.3ldga
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Among 15 to 44-year-old women with a live birthpsle with less than a high school
diploma are more likely not to receive early anddqhte prenatal care (76 percent) than

those with a bachelor’s degree or higher (91 pdjcen

While some reproductive health measures vary bytyoar public health district, no
single county or district is at increased risk tiglato the state on all, or most, measures.

Healthy Maine 2020 includes the following reproduethealth-related objectivés:

Reduce preterm births.

Increase the proportion of births that are theltedlan intended pregnancy.

Reduce the rate of infant death.

Increase the proportion of pregnant women who vecearly and adequate prenatal care.

Increase abstinence from alcohol among pregnantamom
Increase abstinence from cigarette smoking amoagnant women.

Nearly one in four Maine children (23.6 percentysveeported to have special health care needs
in 2011-2012, which was higher than the 2009-2018. Wate of 19.8 percent. Some of these
health needs are linked to birth outcomes, whiteis may be linked to genetic conditions, early

childhood experiences and exposures or mentalhealt

Nearly one in four Maine children (23.6 percentyeveeported to have special health care needs

in 2011-2012, which was higher than the 2009-201®. thte of 19.8 percent.

Children with special health needs measures chfmgeimclusion in the Maine Shared CHNA

include:
Percent of children with special health needs.
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A person’s ability to carry on productive activigiand live a rewarding life is affected not only
by physical health, but also by mental health. Mehealth is a complex issue that can impact
many facets of a person’s daily life and physialth. In the U.S., about one in four adults and
one in five children have diagnosable mental diegdand they are the leading cause of
disability among ages 15-44.

According to the World Health Organization, menthlesses account for more disability in

developed countries than any other group of illasssncluding cancer and heart dise€ase.
Mental health is a broad and complex issue with yrfacets to consider. The most common
mental health disruptions are mild and may fallrsbba diagnosable condition, though they still
impact daily functioning for many.Stigma, additional health issues and complexitiés o
treatment delivery also prevent many from receivadgquate treatment for their mental health
issues.

As the connections between mental and physicatthaed more widely recognized, the need for
a public health approach to mental health is gginmiecognition as well. Comprehensive,
population-based approaches to promoting mentdihhage currently primarily focused on early
identification and linkages to care for those witiental health needs, and the prevention of
mental illness still lacks a strong base of evidebased practices.

Table 23. Key Mental Health Indicators
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Asterisk (*) and italics indicate a statisticalligaificant difference between Maine and the U.S,
NA = Not Available - data are not available forghndicator.

Mental health-related measures chosen for the Maireged CHNA include:
Lifetime anxiety (adults).
Lifetime depression (adults).
Adults with current symptoms of depression.
Co-morbidity for persons with mental illness.
Mental health emergency department rates.
Adults who received medication or treatment for takhealth in the past 12 months.
Sadness/hopelessness two weeks in a row (youth).
Seriously considered suicide (youth).
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Additional measures related to mental health carfob@d in several sections of the Maine
Shared CHNA, including general health, intentiomglry, and children with special health

needs.

Disparities between different population group$/liaine for mental health include:

Women and girls have higher rates for nearly althef mental health indicators in the
Maine Shared CHNA.

Heterosexuals have lower rates than others fonttieators for which sexual orientation
data is available.

White, non-Hispanics have lower rates, while Amami¢ndians and Native Alaskans and
Hispanics have higher rates for most of these atdrs.

Those 65 years and older report these conditi@ssdéten than other age groups.

Lower incomes and education are associated withehigates of ever having been
diagnosed with depression, anxiety, current depmesand co-morbidities.

Those with a college or technical school degreel tenhave lower rates of all of the
mental health indicators in the Maine Shared CHIdAd those with less than a high
school education report higher rates.

Healthy Maine 2020 has objectives related to memalth, including:

Mental health emergency department rates per 100,00

Sadness/hopelessness two weeks in a row (high Isstoolents).

Seriously considered suicide (high school students)

Lifetime anxiety (adults).

Lifetime depression (adults).

Adults with current symptoms of moderate or sevigression.

Alzheimer's disease, dementia, and related disediagnoses per 1,000.

Co-morbidity for persons with mental iliness (peoplith depression or anxiety and any
of diabetes, asthma, or hypertension).

Primary care facilities that provide mental healdatment onsite or by paid referral.
Healthy behaviors of people with mental health éss(fruits and vegetable consumption,
physical activity, no heavy drinking, and no smagin

Children with mental health problems who receieatment.

Adults with mental health disorders who receivatmeent.

Persons with co-occurring substance abuse and hdiataders who receive treatment
for both disorders.

Suicide deaths per 100,000.

Bullying among high school students.

Non-fatal child maltreatment.
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Eating a healthy diet, being physically active, andintaining a healthy body weight are
essential for an individual's overall health. Tédlree factors can help lower a person’s risk of
developing conditions such as high cholesterolhhijood pressure, heart disease, stroke,
diabetes, and canckrThey can also help prevent cognitive decline amduce the risk of
Alzheimer's diseas®.

Figure 2. Weight status, Adults Map 3. Obesity Prevalence (Adults)
and High School Students, 2013
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Nutrition and physical activity are key risk

factors for obesity. While a healthy diet

has many components, fruit and vegetable

consumption and limiting sugar sweetened

beverage are key indicators. Sugar-

sweetened beverages, such as non-diet

soda, sports drinks and energy drinks providesliidl no nutritional value, and their calories can
lead to overweight and obesity, along with healshks that include tooth decay, heart disease
and Type 2 diabetes.

The 2008 Physical Activity Guidelines for Americameommends that adults ages 18-64 get a
minimum of 150 minutes of moderate-intensity phgbkactivity a week and that children ages 6-
17 get 60 or more minutes of physical activity edak® Limiting leisure time screen time is one
strategy to increase physical activity.
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Table 24. Key Nutrition and Physical Activity Indicators
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Asterisk (*) and italics indicate a statisticalligaificant difference between Maine and the U.S.
NA = Not Available - data are not available forghndicator.

Physical activity, nutrition, and weight-related asares chosen for the Maine Shared CHNA
include:

Overweight and obesity among high school studemisaalults.

Fruit and vegetable consumption among high schodiesits and adults.

Combined screen time per day among high schookstad

Physical activity among high school students.

Non-work (leisure time) physical activity among &du

Soda/sports drink consumption among high schoaolestis.

Measures related to diseases for which physicabigcand nutrition are risk factors can be
found in other areas of the Maine Shared CHNA, uditig cancer, cardiovascular health,
diabetes, mental health and maternal and childtneal

Estimates for physical activity, nutrition, and gl measures in the Maine Shared CHNA vary
across population groups in Maine.
Male high school students were significantly makelly to be overweight or obese than
were female students.
Adults ages 18 years and older who identified thedwes as non-Hispanic American
Indian or Alaska Native were significantly lesselik to be at a healthy weight than were
non-Hispanic white adults.
Adults in lower income groups and with less eduratvere more likely than those with
more education to report eating less than onersgofi fruits or vegetables per day.
The percentage of high school students that ates famd vegetables five or more times
per day was significantly lower in Oxford, Penoldsd&ashington and York counties
than in the state as a whole.

Healthy Maine 2020 has objectives related to playsictivity, nutrition, and weight, includinty:
Reduce the proportion of children and adolescehts ave considered obese.
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Increase the proportion of adults who are at athgaleight.

Increase the proportion of students who attend qhday/sical education at school.

Reduce the percentage of households experiencotgifsecurity.
Increase fruit and vegetable consumption amongsedad children.
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Public health emergency preparedness encompassesttbal infrastructure and key resources
necessary to prepare for, respond to and recoosr fratural disasters or emergencies that have
the potential to affect the health of populatiorispeople. It includes the establishment and
maintenance of 15 core public health emergencyapegimess capabilities ranging from fatality
management, emergency operation coordination, eggpvmass care, emergency public
information and warning, medical material managemen laboratory and public health
surveillance and epidemiological investigations.also includes empowering and engaging
citizens in their own personal preparedness andverg strategies and those of their
communities.

Threats that can lead to public health emergenaiesalways present. They include natural
disasters, as well as chemical, biological, radjmal, nuclear and explosions. The impact of
these threats can range from local disease outbreakncidents with statewide, national or
global ramifications. Because public health emecgencan be unpredictable and vary from year
to year, data gathered in this area often focushencapacity to respond. However, for the
Maine Shared CHNA, indicators were chosen thaecethe need for this capacity.

From 2011 to 2015:
The Maine CDC'’s Public Health Emergency Preparesineg recorded 19 activations of
the public health emergency operations center deroto coordinate and/or support
disease outbreaks or medical surge events. Prewear's data in 2009 and 2008
included five and ten events, respectively.
There were 156 health alerts and advisories isbyethe Maine CDC from 2011 and
2015. .
The Health and Environmental Testing Laboratory hed submissions that met
qualification to be submitted to the U.S. LaborgtBresponse Network. Previous years
submissions ranged from seven in 2008 and 201@ tn 2004

Different types of public health hazards requiréedent response levels based on their potential
to affect the health and safety of the public. Sraa ice storms are more common in Maine,
but hold a lower level of risk than a Category Srimane or major earthquake. By looking at
both the probability of an event happening, andltkelihood of an event causing significant
death, illness or injury, public health emergencgparedness partners can better focus their
resources on the most important types of eventwlifioch to prepare.

The Maine Public Health Vulnerability Analysis (HYAs used to determine areas of
vulnerability relative to potential but likely hazis that threaten the public health of the citizens
of the state of Main&.The HVA is based off of the Kaiser Permanente ftak{/ulnerability
Assessment tool, modified by Maine CDC's PublicltheBmergency Preparedness (PHEP) unit
making it applicable to public health. The definitiof Risk as operationalized in the instrument
is as follows: Relative Threat = Probability of tbegent x Severity of the event. Severity =
Magnitude - Mitigation
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In Maine, the top types of emergencies with thdnbgg risk and vulnerability scores are:
Cyber-attack (83 percent).
Medical supply disruption/shortage (78 percent).
Tornado (78 percent).
Major communications disruption (72 percent).
Mass casualty incident (67 percent).
Hazmat Incident (56 percent).
Information systems failure (56 percent).

As with other health issues, public health emergsncan disproportionately affect different

populations. However, there is no current Maine ddowing these disparities. Regardless of
these, preparedness activities include looking wWherable populations, including, but not

limited to people with cultural and language basjedisabilities, age and geographical

differences, and other characteristics that migtiicate special needs. In particular, people with
electricity dependent durable medical devices, soxygen concentrators, a ventilators, IV

infusion pumps, suction pump, motorized wheelchagooter, or electric bed may be at

particular risk in the event of power failures. A$ September 2015, there were 12,778
Medicare beneficiaries with such devises in Mdine.

Healthy Maine 2020 has objectives related to puidialth emergency preparedness, including:

Reduce the time necessary to activate designatsdrnpee! in response to a public health
emergency via the Health Alert Network.

Increase the frequency and number of outreach itesivto the community through
training and education about public health emerggneparedness.

Increase the number of trained public health aradtiheare emergency responders.

Reduce the unnecessary surge in hospital emergdamartments during an event with
public health significance.
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The deliberate use and overuse of harmful substamae a serious impact on the quality of life
of Maine people. As a result of substance abuselitbs of Maine residents have been shorter
and less safe. Substance abuse and dependenceeaatable health risks that contribute to
injuries, violence, cerebrovascular disease, liisease, cancer, and much more. Substance
abuse leads to greater medical costs through aease in related diseases and also adversely
impacts productivity and increases rates of crimé wiolence’ In 2010, approximately $300
million was spent in Maine on medical care wheressance use was a factor. Overall substance
abuse was estimated to have cost the state $liohtst $1,057 for every Maine resident.

Heroin abuse is a problem of rising concern. Nutily, the number of people addicted to heroin
has more than doubled in the last decade, from0RD4n 2002 to 517,000 in 20£3nd deaths
from heroin overdoses nearly quadrupled in thatesame period.

The heroin problem in Maine has become a focus atfonal attentiofi. In Maine, new
formulations and low street cost have combined ekenheroin more potent, available, and
affordable’® Deaths from heroin overdoses in Maine rose froneséw 2010 to 57 in 201%and
that number continues to climb in 20%%5In Maine in 2014, heroin accounted for 32 peragnt
all arrests made by the Drug Crimes Task Forcehef Maine Drug Enforcement Agency
(MDEA), according to MDEA Commander Peter Arno, wnersees the northern half of the
state’* In Portland, the number of addicts served bynthedle exchange nearly doubled in two
yearst? In response to this public health crisis, The ¥iouse recently announced that the
Office of National Drug Control Policy would spef#.5 million to hire public safety and public
health coordinators to focus on the treatment dfaislin the Northeastern Statés.

Table 25. Key Substance Abuse Indicators
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Asterisk (*) and italics indicate a statisticalliggificant difference between Maine and the U.S.
NA = Not Available - data are not available fordhndicator.
Note: Age-adjusted rates presented in table fotligehospitalizations and emergency departmentsvisi
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The number of drug-affected babies born to Mairsedents in 2014 was 961, which represents
7.8 percent of all babies born to mothers in tleestThe number of births of this type has
increased from 927 in 2013 and 772 in 2012.

Substance abuse measures chosen for the MainedSDidA include:
Alcohol-induced mortality.
Binge drinking of alcoholic beverages (high schstaldents).
Binge drinking of alcoholic beverages (adults).
Chronic heavy drinking (adults).
Drug-affected baby referrals received.
Drug-induced mortality.
Emergency Medical Service overdose responses.
Opiate poisoning (ED visits).
Opiate poisoning (hospitalizations).
Past 30 day alcohol use (high school students).
Past 30 day inhalant use (high school students).
Past 30 day marijuana use (adults).
Past 30 day marijuana use (high school students).
Past 30 day nonmedical use of prescription drudsl(s).
Past 30 day nonmedical use of prescription druigg (fchool students).
Prescription Monitoring Program opioid prescripsdidays supply/population).
Substance abuse hospital admissions.

Additional measures related to substance abuséednund in several sections of the Maine
Shared CHNA, including tobacco use. In additidre Office of Substance Abuse and Mental
Health Services produces annual reports on sulestngse in Maine.

Men in Maine continue to be more affected by sulrxstaabuse than women, with higher rates in
2013 of:

Alcohol-induced deaths (13.6 per 100,000 populatiensus 3.8).

Drug-induced deaths (17.3 per 100,000 versus 10.5).

Binge-drinking by those ages 18 and over (22.2greersus 12.5 percent).

Current marijuana use by high school students (@drdent versus 18.7 percent).

Geographic differences include:
Higher rates of youth substance use in Sagadahd®xford County, with more than
7.9 percent of Sagadahoc high school studentstreganisuse of prescription drugs, and
16.6 percent and 26.8 percent of Oxford County teghool students reporting binge
drinking and current marijuana use, respectively.
Lower rates of substance use for Aroostook Countytyand adults, with 5.0 percent of
Aroostook County high school students reported siuprescription drugs in 2013, and
4.9 percent of Aroostook County adults ages 18syaad older reported chronic heavy
drinking.
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Substance abuse in Maine disproportionately affécterican Indians, Pacific Islanders, and

Hispanics, as well as lesbian, gay and bisexualhyou
Nearly one in five (19.8 percent) Native Americaghhschool students reports binge
drinking, while 26.9 percent of Hispanics and 28etcent of Pacific Islanders do so.
Similar disparities in all adolescent substancesabindicators in the Maine Shared

CHNA.

15.6 percent of lesbian and gay high school stisdantd 12.9 percent of bisexual high
student students report misuse of prescriptiongirug

Healthy Maine 2020 has objectives related to sulgstabuse, including:
Binge drinking among high school students.

Binge drinking among adults.

Lifetime use of illicit drugs among high school géunts.
Nonmedical use of prescription drugs among higloschtudents.
Past-year nonmedical use of prescription drugs gradults.
Persons who need alcohol and/or illicit drug treattnand received specialty treatment
for abuse or dependence in the past year.
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Use of tobacco is the most preventable cause elasgées death, and disability in the United
States. Despite this, every year more than 480¢@@fhs in the U.S. are attributable to tobacco
usée (more than that from alcohol use, illegal drug, w$&/, motor vehicle injuries, murders, and
suicides combined). In addition, exposure to seband tobacco smoke has been causally linked
to cancer, respiratory and cardiovascular diseagseadults, and to adverse effects on the health
of infants and children, including respiratory arat infections.

Table 26. Key Tobacco Use Indicators

) 6% %

2 &'1 &'%&3 -%'3

2 &'1 &%-3 4%I/3
&'1 0%&3 &&%,3

2 @ ¢&'1 10%13 D

Asterisk (*) and italics indicate a statisticalliggificant difference between Maine and the U.S.
NA = Not Available - data are not available forghindicator.

Tobacco use-related measures chosen for the Ma@ae& CHNA include:
Smoking status among adults.
Current cigarette smoking among students.
Current tobacco use among students.
Secondhand smoke exposure among students.

Measures related to diseases for which tobaccaswseisk factor can be found in other areas of
the Maine Shared CHNA, including cancer, cardiouschealth, diabetes, and respiratory
health.

Estimates for tobacco use-related measures includéde Maine Shared CHNA vary across
population groups in Maine.

- Both male adults and male high school students4(2fercent and 14.7 percent,
respectively) were significantly more likely thaenfale adults and female students (16.6
percent and 10.8 percent, respectively) to be ntimigarette smokers.

Adults ages 18 and older with less education oorme were more likely to be current
cigarette smokers than adults with more educatitanamme.

Washington, Oxford and Somerset were the countigd & significantly higher
prevalence of adult current cigarette smokers (388cent, 26.8 percent and 26.1
percent, respectively).

Lincoln, Hancock, and Waldo were the counties witnificantly lower prevalence (12.5
percent, 14.2 percent and 15.4 percent, respegtivel

Healthy Maine 2020 also has tobacco-related objestincluding?
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Reduce the use of any tobacco products among $tuden

Reduce cigarette smoking among students.

Increase the percentage of youth who report nesd@nfj smoked in their lives.

Reduce tobacco use by adults.

Increase abstinence from cigarette smoking amoagnant women.

Increase the proportion of persons with a diagnosidepression or anxiety who do not

smoke.
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In the spring (May-June) of 2015, the Maine ShatetNA research team conducted a statewide
survey among stakeholders to identify and pricgitszgnificant health issues in communities
across the state. The online survey was approxiynate minutes in length and contained a
series of questions about important health problanasfactors influencing those problems in the
state, including a rating of most critical issudtge ability of Maine’s health system (including
public health) to respond to issues, availabilityesources and assets for specific health issues,
impact on disparate populations, and identificatadnthe entities primarily responsible for
addressing issues and determinants. The survey aflkespondents a basic set of questions to
rate importance of health issues and impact ofthdaktors. It then allowed respondents to
provide answers to probing questions on the thsseies and factors that they were most
interested in. Respondents provided over 12,006 epded comments as a part of the survey.

The purpose of the survey was to include the vaite broad interests of local stakeholders
about community health needs in their areas. Theveguinstrument was designed in
collaboration with the Maine Shared CHNA Steeringn@nittee and work groups and covered
four domains of questions:

Stakeholder demographic information.

Health issues with the greatest impact.

Determinants of health.

Health priorities and challenges.

The survey was administered using a snowball appreéere stakeholder agencies agreed to
send the surveys to their members and stakehdideparticipation. 1,639 people, representing
more than 80 organizations and businesses in Maiampleted the survey. Respondents
represented health care agencies, public healtimcage law enforcement, municipalities,
schools, local businesses, social service agenaied, nongovernmental organizations. The
results of the stakeholder survey are presentemhbel

Demographics of Respondents

The following table shows the disposition of th638 stakeholder survey respondents by sector,
organization, geography and work status with papara experiencing health disparities. Nearly
one-quarter of respondents were medical care peovior worked at a hospital system, while 14
percent were involved with a nonprofit or sociatvege agency and 11 percent public health.
Nearly one in ten respondents was a business awremnployee.
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Table 27. Sectors that Best Describe RespondentsdR or Organization
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In order to understand more about the health issual regions of the state, respondents were
asked the geographical area they primarily serveth avhich they primarily worked. Nearly
one-quarter (22 percent) said that they workeaslide or represented statewide interests, while
18 percent worked at the county level, 26 percéenihe hospital or health service area, and 27
percent at the town or region level.
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Figure 4. Geographical Area That Respondents Primaly Serve
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One-quarter of respondents reported that their vimckses on one or more population groups
with health disparities, while nearly half are ihxexd with populations with health disparities in
some capacity, although it is not their primarydecThe most common populations with which
respondents work include low-income and those iwvepy (77 percent), the medically
underserved (63 percent), and those with physicalemtal disabilities (58 percent).

Figure 5. Does Organization Work With Specific Grogps of People or Populations
Recognized as Being at Risk of, or Experiencing, biher Rates of Health Risk or Poorer
Health Outcomes Than the General Population

e R
@ %?
%
] %? " 2"
n 2%
=D
\_ 1 2+1 1" 3" 4(5 6 ()Y * Y,

Maine Shared Community Health Needs Assessmen§, BHvised 11/18/2015 68



Table 28. Respondent Organization/Agency Providesiigct Resources to these Populations
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Top Health Issues

Statewide, stakeholders ranked a set of 25 hegdilies using the criteria, “How do you feel
[health issue] impacts the overall health of resid®” Responses were collected using a five-
point scale, where one is “not at all a problemd &me is “critical problem.” The top ten issues

of concern reported by stakeholders in the survey a

Drug and alcohol abuse.
Obesity.

Mental health.

Physical activity and nutrition.
Depression.

Tobacco use.

Diabetes.

Cardiovascular diseases.
Respiratory diseases.
Childhood obesity.

The full rating of all health issues is presentethie figure below.
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Figure 6. Stakeholder Rating of Health Issues (Peent of those rating the health issue as a
major or critical problem in their area)
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Respondents were asked the degree to which ththhesdds of their area or community were
being addressed, where one is “not addressed’ anallfive is “completely addressed.” Overall,

about one-third of stakeholders felt the healthdseef their area were being adequately

addressed. This ranged from a low of 21 percer@ford County to a high of 44 percent in
York County.
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Figure 7. Degree to Which Respondents Feel the H&aNeeds of Their Area Are Being

Addressed (Percent Reporting Mostly or Completely Adressed)
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Note: the blue line in the figure indicates thetstaverage

Respondents were asked four probing follow-up goestfor each of their priority health issues
to understand more about the issues in each region:

1.

2.
3.

The present health system has the ability to sgamfly improve this health issue with
the current investment of time and resources.

There are sufficient resources available to impiibng health issue.

Significant health disparities exist among cerioups of people for this health issue.
There are key social or environmental factors thatl to increased problems with this
health issue.
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Table 29. Summary of Follow-up Questions about Hetd Issues (Percentage who
somewhat or strongly agree with statement)
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*Percentage of respondents who strongly or someafede with the proposed statement

An additional follow-up question asked respondeatsientify the resources that were available
to address the health issue (if they agreed tHétismt resources were available) or to identify
the resources that were not available but that wessled (if they did not agree that sufficient
resources were available). A summary of respondteéments for these questions is provided
below for the top health issues in the state astiied by stakeholders.
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Table 30. Resources and Assets Identified by Stakalders for Top Health Issues
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Stakeholders also were asked to share their thewghthe populations experiencing health
disparities. Table 31 presents these results &tdp ten health conditions identified in the

survey.
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Table 31. Populations with Health Disparities in Mane (Percentage who agree that

population experiences health disparities for a parcular health issue)
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Stakeholders also pointed out that there are kejalsor environmental drivers in Maine that
lead to these health issues. Table 12 shows hdwlstlders reported the key drivers or factors

that lead to the top health issues in their regions
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Table 32. Key Drivers of Top Health Issues in MainéPercentage who identified factors as

key drivers that lead to a specific health conditin)
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Linking qualitative data from the stakeholder syremd quantitative data from the analysis of
health indicators allows a more in-depth examimati the perceptions and realities of health
issues among populations likely to experience hediparities. The following shows the top
three stakeholder issues from the survey, the tegpgropulations experiencing disparities, and
the related findings from the analysis of healtti¢gators from secondary data sources.

Table 33. Disparities for Drug and Alcohol Abuse

IR e
P " . 2

% %
C o+ 7 " % )
) ( " E&4("%

% - M "

E&4(™( 1, (
%

* Indicates significant difference at the 95 perceonfidence level. If * does not appear, there moeknown
significant differences.

Table 34. Disparities for Obesity
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* Indicates significant difference at the 95 perceonfidence level. If * does not appear, there moeknown
significant differences.

rities for Mental Health

Table 35. Dispa
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* Indicates significant difference at the 95 perceonfidence level. If * does not appear, there moeknown
significant differences.

Finally, for each health issue that was selectiedketiolders were asked to identify the entities or
organizations that were responsible for improvitgtus of the issue. Results suggest that
stakeholders see a significant role for all typé®rganizations in community health, but that
individuals and families still are primarily resmible for their health in many instances.
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Table 36. Entity Responsible for Improving Health ksues (Percentage who attributed
responsibility to corresponding health issue to agey/organization)
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Top Health Factors

Health factors are those conditions, such as héaltfaviors, socioeconomic status, or physical
environment features that can affect the healtindividuals and communities. Stakeholders
prioritized 26 health factors in five categorieatthan play a significant role in the incidence and
prevalence of health problems in their local comitiesa The following ten factors were
identified as the greatest problems that lead to pealth outcomes in the state:

Poverty. - Health literacy.

Access to behavioral care/mental - Food security.

health care. - Housing stability.
Transportation. - Access to oral health.

Health care insurance. - Adverse childhood experiences.
Employment.

Figure 8. Rating of Health Factors (Percentage otakeholders rating factor as a major or
critical problem in their area)
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Respondents were asked four probing follow-up goestfor each of the priority health factors
they selected to understand more about the isawech region:

1.
2.

3.

This is a significant problem in the area and legadsoor health outcomes for residents
The health system in the area has the ability gaiscantly improve this health factor
with the current investment of time and resources

There are sufficient resources available in the aoeimprove this health factor and its
effect on health outcomes

Key disparities exist among certain groups of peopl

Table 37. Summary of Follow-up Questions about Hetld Factors (Percentage of

H+

1+

respondents who somewhat or strongly agreed with éhproposed statement)

3+

<+6"

! "
F -&3 1,3 03 1.3
< -&3 ] &/3 0-8
-&3 -3 &13 0&3
-/3 &,3 3 0&3
F -3 113 &03 043
F 7 0-3 , 3 03 0/3
113 &.3 &I13 13
> -'3 13 1:3 1.3
1
--3 &03 /3 043
/&3 &03 &&3 13
"3 ;3 &-3 -3
-'3 1.3 1'3 -3
-43 &/3 /3 0,3
-3 '3 03 &3
-3 &,3 '3 /-3
-'3 ,&3 &3 /.3
+'3 3 13 /,3
-/13 1.3 3 0,3
-/13 1&3 %13 03
-/13 4/3 13 0/3
"3 413 &.3 0,3
(
-3 103 &/3 -3
-&3 .3 &13 /03
F 0.3 &-3 &3 4/3
-3 &/3 &3 /-3
+ -03 /3 &3 0.3
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An additional follow-up question asked respondeatsientify the resources that were available
to address the health factor (if they agreed th#icgent resources were available) or to identify
the resources that were not available but that wessled (if they did not agree that sufficient
resources were available). A summary of respond&tements for these questions is provided
below for the top health factors in the state asiiied by stakeholders.

Table 38. Resources and Assets Identified by Stakalders for Top Health Factors

Health Factor _ Resources Available or Needed

. < ( ( 8N %
) N 8
8) 2 8)
" 8C 8C
%
) %
( C 7
8< 7
8F: 7
8)
%
) 7 8C
& 8 #
8
%
% 5 8< %
&1 C 8)2
' 86 8)
8) %
8 %
0 ) M 8) 8)
' " 8N
) %
F ) 8 8 8
1 8 %
P > ( ( %8< 2 8
&/ < 8D 8> 8C2 2 2
%
8N
8N
%
! ) 8>
&1 7 0 %

Stakeholders also were asked to share their theughtthe populations experiencing health
disparities among each of the health factors tinay selected. Table 39 presents these results for
the top 10 health factors identified by stakehadder
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Table 39. Populations with Disparities among Top Hath Factors in Maine (Percentage
who agreed that significant disparities exist for aspecific health factor)

* &3 |3 |3 3 13 '3 &3 13 03 | &3

NC O 3 |43 '3 3 13 &3 03 13 '3 J3

g /3 13 443 03 .3 4&3 03 43 /3 |03

> F 13 &3 &3 3 &3 &3 43 &43 13 &3

>t ' /3 43 03 03 /3 /3083 /03  -&3

) ( 13 |,3 103 |3 443 /13 &3 ,03 03 /43

) s < 3 |3 |3 &3 &3 '3 03 -3 3 &3

) 13 | &3 &13 |3 03 &3 13 13 &3 43
(" s 03 | /3 13 .3 413 43 43| 43 13 13

|7 B3 |13 |3 B8 &3 /3 3 |3 |3 13

|7 03 |3 3 &b3 &3 13 &3 &3 &3 3

43 &3 |3 -3 03 |3 43 &3 13 13

L ! 3 &3 13 3 43 3 3 /3 103 .13

? 3 |13 &03 13 &3 43 43 3| &3 13

5 3 |3 13 |3 & 138 13 13 3 43

For each health factor selected, stakeholdersifaehthe entities or organizations that were
responsible for improving status of the factormigeselected by more than 50 percent of
respondents are highlighted in Table 17.
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Table 40. Entity Responsible for Improving Health Factors and Their Adverse Effects
(Percentage who attributed responsibility to agendprganization for corresponding health
factor)

C /3 13 &3 .3 -3 .3 113| &03 | &3 A 03
3 .3 3 18 &3 43 3 &43 | .3 13
4 13 |.3 | 443 4&3 43 &3 | -3 443 3 113
< 3 3 .8 43 03 13 | -3 13 &3 1/3
< 7 403 3 | /3 | -3 J3 | .3 | .3 |43 A3 -3
7 & (&3 |03 &3 |43 /3 /3 03 103 ,3
o O 3 03 03 |13 103 | /3 13 3 |03 .3
> 7
3 |3 &3 13 /3 03 /3 |13 13 43
> 3 13 /3 &3 .3 43 .3 &43 | /3 13
> &&3 | 483 &3 | .3 | /43 443 13 13 |3 &43
) > 13 .3 )3 /3 413 43 43 403 /3 .3
) 9 183 13 3 13 | 3 &3 .3 /32 3 /3
5 13 13 /3 13 &43 &&3 113 .3 13 43
5 143 | 13 .3 |3 &43 &3 13 /3 &03| 3
7 % 3 |3 03 &&3 |3 /3 03 3 &3 &43
" . 9 3 &3 13 13 .3 143 43 &3 &3 =&13
P
;o 3 113 |3 &3 J3 13 3 03 &13 &3
5 3 43 3 /3 03 13 B3 43 13 3

Agencies/Organizations mentioned by over 50% gqfardents for a health factor are highlighted inygre

Finally, stakeholders were asked to rank broadthezdtegories in order of how they felt
resources in the state should be allocated towaddsessing them. A rating of one means
“highest priority,” while eight means “lowest prity.” The average for each category is
presented in the table below.

Risk factors that lead to poor health (includinggibal inactivity, poor nutrition, overweight and

obesity, and tobacco use) were the highest raded dut of the group, followed by mental health
and community capacity (the ability to sustain ghhiquality of life, including access to

employment, education, and housing).

Maine Shared Community Health Needs Assessmen§, BHvised 11/18/2015 83



Figure 9: Rank of Health Issues and Factors Accordig to How Respondents Think
Resources in Area Should Be Allocated
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Means of respondents’ rankings (where one is “hgipeiority” and eight is “lowest priority”).
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The following tablepresents the ranking of health categories by codritg top-rated issue for

every county is highlighted in the table below.

Table 41. Rank of Health Issues and Factors Accomdg to How Respondents Think

Resources in Area Should be Allocated (Table showseans, on a five point scale)

%4/ 1%&. 1%-0 1%41 ,%.1 ,9/, 4%'0 Lol
2 1%& 19%0/ 1%4- ,%&0 1% & %0/ 4%]/& .%40
1%/ 1%1' 1%/ 1%-/ ,%'/ 4% & 4%&. %4,
< 2 1%, 1%10 1%,. 1%-/ ,%/0 4%, 4%1& %1&
2 &%4, 1%/ 1%48& 1%-. ,% ,%00 4%,. %.
= 1% 1%&/ 1%.0 1%0, 1%:+& ,%-' 4%4' %44
= 1%1, 1%&- 1%&. ,%&1 ,%.1 9.1 4% %01
> &%.. 1%&, 1%1& 1%- ,%. 4%& ,90- .%0/
5: 1% . 1%," ,00', 1%&' 4%,, ,900' 4%&/ .%040
&%0/ 1%0' 1%4. ,%4 1%/0 4%'- 4%11 .9%0&.
$ 1%'- 1%. 1%-4 1%.. ,%11 ,%0 49%0- Do,/
&%0/ 1%&1 1%/1 %' 9. 4% 1 ,%, o-/
&%.. 1%4' 1%4, 1%& ,0&. ,%. 4%,1 %I/&
? &%01 1%,. 1%4& 1%- ,%/1 , %04 4%&1 1%'&
? &%-0 1%4, 1%'4 1%1 1%0' ,01& 4%.1 .%40
@ 2 1%, 1%/ 19%0. % ,%1- 4%1& 4%1& % -
! 3+$A 3+<C 3+D# 3+C3 <+$ <+A# +3- +.1

Means of respondents’ rankings (where one is “hgjipgiority” and eight is “lowest priority”). Top $sue for each
county is highlighted.

**

Mental Healthconditions that impact how people think, feel antlaes they cope with life.
Community Capacityability to sustain a high quality of life, includjraccess to employment, education
and housing

Chronic Diseasesuch as heart disease, cancer, diabetes, and asthma

Family Healthincluding teen pregnancy, prenatal care and healtbliaviors during pregnancy
Environmental Issuesiccess to healthy foods, access to recreationncéa water, lead exposure, etc.
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The state level summary of health indicators areyzom secondary data sources is presented
in the table below. Results are displayed for ttagesand U.S. (where available). Results are
organized by health issue or category. Please thateage-adjusted rates are presented for all
applicable indicators, with the exception of ambuia care-sensitive conditions and infectious
and sexually transmitted diseases (which are pteders crude rates).

Indicates Maine is significantly better than U.S8eeage (using a 95% confidence level).
Indicates Maine is significantly worse than U.Serage (using a 95% confidence level).
+ Indicates an improvement in the indicator ovenei at the state level (using a 95% confidence
level)
Indicates a worsening in the indicator over tiaiethe state level (using a 95% confidence
level)
Blanks for trend data indicate there is no sigrfittrend in either direction over time.
T Results may be statistically unreliable due to $mamerator, use caution when interpreting.
NA = Data not available for indicator or for trermbmparison.

The years used in the trend comparison varies digpgon the data source. For a complete list
of data sources and years, please see the datesdable in Appendix C.
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We wish to thank many people who provided input tdhis report.

Funding Partners:
Peter E. Chalke, Central Maine HealthCare, Presialeth CEO
M. Michelle Hood, FACHE, EMHS President and CEO
Chuck Hays, MaineGeneral Health, CEO and President
William L. Caron, Jr., MaineHealth, President
Mary C. Mayhew, Maine DHHS, Commissioner

Market Decisions Research/Hart Consulting, Inc.eResh Team:
Patrick Madden, MBA Bethany Porter
Patricia Hart, MS, GC-PH Kelly MacGuirl, MSc
John Charles

University of Southern Maine, Muskie School of Ral@ervice, Epidemiologist Team:

Crystal Cushman Erika Lichter
Zachariah Croll Cindy Mervis
Kathy Decker Alexandra Nesbitt
Pamela Foster Albert Donald Szlosek
Alison Green-Parsons Finn Teach

Sara Huston Denise Yob
Jennifer Lenardson Erika Ziller

Maine SHNAPP Steering Committee:
Nancy Birkhimer - Director, Performance Improveméiaine CDC, Maine DHHS
Deborah Deatrick - Senior Vice President, CommuHigalth Improvement,
MaineHealth
Doug Michael - Chief Community Health & Grants @#ft,
Eastern Maine Healthcare Systems
Natalie Morse - Director of the Center for Preventand Healthy Living, MaineGeneral
Cindie Rice - Director of Community Health, Wellseand Cardiopulmonary Rehab,
Central Maine Medical Center

Maine SHNAPP Metrics Subcommittee:
Nancy Birkhimer, Maine CDC, Maine DHHS
Sean Cheetham, Central Maine Medical Center
Tim Cowan, MaineHealth
Ron Deprez, University of New England
Brent Dubois, Eastern Maine Healthcare Systems
Charles Dwyer, Maine Health Access Foundation
Jayne Harper, SHNAPP Staff (MaineGeneral Health)
Rebecca Kingsbury, MaineGeneral Health
Jean Mellett, Eastern Maine Healthcare Systems
Natalie Morse, MaineGeneral Health
Jeb Murphy, Maine Primary Care Association
Lisa Nolan, Maine Health Management Coalition
Rebecca Parent, Eastern Maine Healthcare Systems
Sandra Parker, Maine Hospital Association
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Cindie Rice, Central Maine Medical Center
Toho Soma, Portland Public Health Division
Jenn Yurges, MaineGeneral Health

Maine SHNAPP Community Engagement Subcommittee:
Nancy Birkhimer, Maine CDC, Maine DHHS
Andy Coburn, University of Southern Maine, Muskieh8ol
Charles Dwyer, Maine Health Access Foundation
Deb Erickson-Irons, York Hospital
Joanne Fortin, Northern Maine Medical Center
Nicole Hammar, Eastern Maine Healthcare Systems
Jayne Harper, SHNAPP Staff (MaineGeneral Health)
Elizabeth Keene, St. Mary's Regional Medical Center
Celine Kuhn, MaineHealth
Joy Leach, MaineGeneral Health
Christine Lyman, Maine CDC, Maine DHHS
Doug Michael, Eastern Maine Healthcare Systems
Natalie Morse, MaineGeneral Health
Jeb Murphy, Maine Primary Care Association
Cindie Rice, Central Maine Medical Center
Toho Soma, Portland Public Health Division
Paula Thomson, Maine CDC, Maine DHHS

Collaborating Organizations for SHNAPP Implemematati
Bangor Public Health and Community Services
Maine Health Access Foundation
Maine Health Management Coalition
Maine Hospital Association
Maine Office of Substance Abuse and Mental HeadttviSes
Maine Primary Care Association
Portland Public Health Division
St. Mary’s Regional Medical Center
Statewide Coordinating Council for Public Health
University of New England
University of Southern Maine, Maine Public Healtistitute at the Muskie School

Maine Department of Health and Human Services ReVieam:
Ken Albert, Maine CDC Director and Chief Operatidgicer
Sheryl Peavey, DHHS, Strategic Reform Director
Jay Yoe, Director, DHHS Office of Continuous Qualinprovement

District Public Health Liaisons:

Aroostook: Stacy Boucher MidCoast: Carrie McFadden
Central: Paula Thomson Penquis: Jessica Fogg
Cumberland: Becca Matusovich, Wabanaki: Kristi Ricker and Sandra
formerly Maine CDC, Maine DHHS Yarmal

Cumberland: Adam Hartwig, acting Western: Jamie Paul

Downeast: Alfred May York: Adam Hartwig
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